54001. General

(a) Adult day health care services may be provided to eligible Medi-Ca
beneficiaries by adult day health care providers which neet the
requirenents of this Chapter. Adult day health care providers shall

(1) Sign an adult day health care provider agreement with the
Department to provide the services described under this Chapter to
Medi - Cal beneficiaries who are eligible for and voluntarily elect to
participate in an adult day health care program

(2) Pronote the social, enotional and physical well-being of
inmpaired individuals living in the community, alone or with others, in
order to maintain themat or restore themto their optinmal functiona
potential and to help themremain at or return to their homes.

(3) Share with famlies and other persons the burden of providing
substantial care to inpaired elderly individuals by offering respite
for one or several days during the week.

(4) Suppl enent the diagnostic eval uati on conducted by ot her
heal th professionals by neans of a sustained functional assessnent.

(5) Provide diagnostic and treatnment services to persons who
woul d otherwi se require adm ssion to or continued stay in a hospital or
other health care facility.

54003. Definitions and Standards.

The definitions stated in Article 2, Chapter 3, Division 3, Title 22,
California Adnministrative Code, and the standards stated in Article 3,
Chapter 3, Division 3 of the California Adnmi nistrative Code, shal
apply to this Chapter unless nodified by regulations in this Chapter

54005. G ants.

The Departnent shall grant funds for the establishnment of Adult Day
Health Centers fromthe one-time appropriation of $100, 000 authorized
by Chapter 1065, Statute of 1977. The grants shall be made to |icensed
centers in accordance with the departnmental guidelines for AB 1612,

i ssued January 3, 1978.

54101. Activity Program



Activity program neans a programas defined in Title 22, Division 5,
Sections 72381 and 73377, California Admnistrative Code.

54103. Adult Day Health Care.

Adult day health care means an organi zed day program of therapeutic,
social and health activities and services, provided to elderly persons
or other persons with physical or nental inpairnments for the purpose of
restoring or maintaining optimal capacity for self-care.

54105. Adult Day Health Center

Adult day health center neans a licensed facility which provides adult
day health care, or a distinct portion of a licensed health facility in
whi ch such care is provided in a specialized unit, under a special
permt issued by the Departnent.

54107. Adult Day Health Care County Pl an

Adult Day Health Care County Plan neans a county plan for a comunity-
based system of adult day health care.

54108. Adult Day Health Care Pl anni ng Council

"Adult Day Health Care Pl anning Council" neans the council appointed by
the county board of supervisors to develop the Adult Day Health Care
County Pl an

54109. Affiliate.

Affiliate nmeans an organi zation or person that, directly or indirectly
t hrough one or nore internediaries, controls, or is controlled by, or

i s under common control with an adult day health care provider and that
provides services to an adult day health center

54111. Beneficiary Agreenent of Participation

Beneficiary agreement of participation neans the agreenent voluntarily
signed by a beneficiary or the beneficiary's guardian or |ega
conservator in which the beneficiary agrees to receive day health
services fromthe adult day health center

54113. Day of Attendance.



Day of attendance neans any cal endar day during which a participant
recei ves covered services at the center for a mni mum of four hours,
excludi ng transportation tine.

54115. Daily Rate.

Daily rate neans the amount paid by the Departnent per day of
attendance to the adult day health center for admnistration and
covered services provided under the adult day health care program

54117. Di scharge.

Di scharge neans the term nation of an agreenent of participation

54119. Individualized Plan of Care.

I ndi vi dual i zed plan of care means a witten plan designed to provide a
partici pant of an adult day health center with appropriate treatnment in
accordance with the assessed needs of the participant.

54121. Multidisciplinary Team

Mul tidisciplinary team neans the group within the adult day health
center that conducts assessments and nmakes recommendations to the
Depart ment regardi ng adm ssion, treatnment and services provided, and
di scharge of participants by the adult day health center

54123. Nonnedi cal Transportation

Nonnedi cal transportation neans the novenent of participants to and
fromthe adult day health center in vehicles that are not specially
equi pped for medical transportation services.

54125. Nutrition Service.

(a) Nutrition service nmeans a service provided by the adult day health
center which is organi zed, staffed and equi pped to provide:
(1) Safe, appetizing and nutritional food.

(2) Therapeutic diets prescribed by the participant's physician



(3) Counseling when therapeutic diets are prescri bed.

54127. Nursing Service.

Nur si ng service nmeans a service provided by the adult day health center
whi ch is organi zed, staffed and equi pped to provide skilled nursing
care to participants.

54129. Cccupati onal Therapy.

Cccupational therapy as used in this Chapter means services rendered by
an occupational therapist to train or strengthen nuscles or nerve
functions. Services shall include, but are not limted to, nodification
of the environnent and training in self-help for activities of daily
l'iving.

54131. Partici pant.

Partici pant nmeans a Medi-Cal beneficiary who has been accepted by the
adult day health center's Intake and Assessnent Unit, voluntarily signs
an Agreenent of Participation, and whose application for participation
in an adult day health center has been approved by the Departnent.

54133. Psychiatric and Psychol ogi cal Servi ces.

(a) Psychiatric services nmeans services performed by a physician
trai ned or experienced in psychiatry.

(b) Psychol ogy services means services provided by a:
(1) Psychol ogi st.

(2) Psychol ogi cal assistant under the direction and supervision
of a psychol ogi st or board certified psychiatrist.

(3) A psychiatric social worker who is a licensed clinical socia
wor ker working in consultation with a psychol ogi st or board certified
psychi atri st.

(4) A psychiatric nurse who neets the qualifications of Section
78337.

54135. Service Area.



Service area means the geographic area in which the adult day health
center is authorized to provide service. Unless otherw se specified,
the service area shall be so linmted that no participant will be in
transit utilizing ground transportation nore than one hour fromhis or
her home to the center.

54137. Staff Physician Services.

Staff physician services neans those services provided by a physician
enpl oyed by the adult day health care provider

54139. Subcontract.

(a) Subcontract nmeans any agreenent between the adult day health care
provi der and any of the follow ng:

(1) A provider of services, as defined in Section 51051, and any
ot her organization that provides services to Medi-Cal beneficiaries in
order to neet the requirenments of this Chapter

(2) An organization or person that performs admnistrative
functions or services for the operation of the programspecifically
related to neeting the requirements of this Chapter

54141. Supervi sion

(a) Supervision nmeans the instruction and direction of an enpl oyee or
subordinate in the performance of assigned duties. Supervision does not
necessarily require the i medi ate presence of the supervisor

(1) Direct supervision neans that the supervisor shall be present
in the same building as the person being supervised and avail able for
consul tati on and assi stance.

(2) Inmedi ate supervision shall nmean that the supervisor shall be
physically present while the task is being perforned.

54201. Eligibility.



Adult day health care services may be provided to eligible Medi-Ca
beneficiari es who have nedical or psychiatric inpairnent, who neet the
criteria stated in Section 54209, and who are one of the follow ng:

(a) Not inpatients in a licensed health facility.

(b) Inpatients in a licensed health facility who are provided
transition visits in accordance with Section 54504.

54203. Participation

(a) Participation by an eligible Medi-Cal beneficiary in adult day
heal th care program shall require:
(1) Awitten request froma physician

(2) Amltidisciplinary team assessment.

(3) An agreenent of participation signed by the participant or
the participant's guardi an or conservator

(4) Approval by the Departnent.

54205. Physici an Request.

(a) Adult day health care services shall be requested in witing by a
physi ci an. The request shall include:
(1) Principal and significant diagnoses.

(2) Prognosis.

(3) Specific type of treatnent and anticipated duration

(4) Overall therapeutic goals for the participant.

(5) Medications and special diets.

54207. Multidisciplinary Team Assessnent.

(a) Each applicant shall be assessed by a multidisciplinary team prior
to acceptance into the program The assessnent shall be conducted by



the adult day health care provider in order to ascertain the
i ndi vidual ' s pathol ogi cal diagnosis, physical disabilities, functiona
abilities, psychol ogical status and social and physical environment.
The assessnent shall include:

(1) Contact with the applicant's physician to obtain the
i ndividual's nedical history and a statenent indicating the applicant's
restrictions and medications and absence of infectious disease. If the
appl i cant does not have a personal physician, the center shall assist
the individual in finding one. An initial physical exam nation may be
done by the staff physician or by a nurse practitioner under the
supervision of a physician to the extent allowed under state |aw.

(2) Assessnent of the home environnent based on a hone visit
within the last 12 nonths. The assessnent shall include:

(A) Living arrangenents.

(B) Relationship with fam |y or other person

(O Facilities available such as heat, bath, toilet, stove.

(D) Existence of environmental barriers such as stairs or other
features not negotiable by the inpaired individual

(E) Access to transportation, shopping, church or other needs of
t he i ndi vi dual

54209. Prior Authorization

(a) Adult day health care services except for the initial assessnent
and reassessnents shall require prior authorization by the Medi-Ca
Consul tant. The request for authorization shall:

(1) Be initiated by the center and shall include the results of
an individual's multidisciplinary assessnent conducted by the center
within the ast 30 days and the participant's plan of care.

(2) Be approved and signed by a physician

(3) Include a statement describing the patient's progress toward
achi eving the therapeutic goals.



(b) Initial authorizations and reauthorizations nmay be granted for up
to three nonths. Adult day health centers which do not have a staff
physi cian shall obtain signed approval of the treatment plan every 180
days.

(c) Authorization or reauthorization may be granted only if all of the
foll owi ng conditions exist:

(1) A nmedical condition that requires treatnment or rehabilitative
services prescribed by a physician

(2) Mental or physical inpairments which handicap daily living
activities but which are not of such a serious nature as to require 24-
hour institutional care.

(3) Reasonabl e expectation that preventative service wll
mai ntain or inprove the present |evel of functioning.

(4) High potential for further deterioration and probable
institutionalization if adult day health care were not avail abl e.

(d) I'n determining the need for adult day health care services, the
Medi - Cal Consul tant shall consider the foll ow ng:
(1) Medical factors including the necessity:

(A) For nursing care, supervision or observation on an ongoi ng
intermttent basis to abate health deterioration

(B) To see a physician or psychiatrist no | ess than every 60
days.

(C© To nonitor nedications for response and effect on an
intermttent basis.

(D) For nedications which cannot safely be self-adm ni stered due
to physical or nmental disabilities.

(E) For individualized therapeutic treatnment designed to restore
optimal functional potential or to prevent deterioration

(2) Functional status including:



Limtation in nmovenment, with or w thout an assistive device such
as a cane, wal ker, crutches, prosthesis or wheelchair, or the need for
training in the use of these devices.

(B) Inability to performtoileting, bathing, eating, dressing,
groom ng, transferring and self-medication or the need of training and
assistance in the activities of daily living.

(O Incontinency and the probabl e benefit from continence
retraining

(D) Vision, hearing or sensory |loss to sone degree

(E) Dependency and the need for part-tinme or full-tine basic
supervi sion by persons other than day health center staff.

(3) Psychosocial limtations including:

(A) Inability of person or famly to cope adequately wth
probl ens associated with the person's disability.

(B) Need for a psychosocial environment involving peer group
nmenber shi p and social rehabilitation

(G MId or noderate confusion or depression, or tendency to
wander .

(D) Inappropriate affect, appearance or behavi or

54211. Multidisciplinary Team

(a) The multidisciplinary team conducting the assessnent pursuant to
Section 54207 shall consist of at |east a physician, nurse, social

wor ker, occupational therapist and physical therapist. The physician
may be either a salaried staff nenber of the adult day health center or
the participant's physician. Wen indicated by the needs of the

partici pant, a psychiatrist, psychol ogist, psychiatric social worker,
speech therapist and dietitian shall be included as nenbers of the
assessnent team and assist in the assessnent.

(b) The multidisciplinary assessnment team shall
(1) Determne the nedical, psychosocial and functional status of
each participant.



(2) Devel op an individualized plan of care including goals,
obj ectives and services designed to neet the needs of the person. The
pl an shall be signed by each nmenber of the team except that the
signature of only one physician nenber of the team shall be required.

(A) The individualized plan of care shall include:

1. Medi cal diagnoses.

2. Prescribed nedications and frequency.

3. Schedul ed days of attendance.

4. Specific type, nunber of units of service and frequency of
i ndi vidual services to be given on a nonthly basis.

5. The specific elenents of the services which need to be
identified with individual objectives, therapeutic goals and duration
of treatnent.

6. An individualized activity plan designed to neet the needs of
the participant for social and therapeutic recreational activities.

7. Participation in specific group activities.

8. A plan to neet transportation needs.

9. Therapeutic diet requirenents, dietary counseling and
education if indicated.

10. A plan for other needed services which the adult day health
center will coordinate.

11. Prognosis and prospective |ength of stay.

54213. Di schar ge.



(a) Participation in an adult day health program shall be voluntary.
The participant may termnate participation at any tine. However, if

t he assessnment team has found the participant's condition to be of such
serious nature that continued treatnent is essential to prevent
institutionalization, the participant shall be informed in witing that
termnation is counter to the participant's best interest. A copy of
the letter shall be sent to the participant's personal physician and

t he Depart nment .

(b) Discharge shall be nandatory when

(1) The participant notifies the adult day health care center
either orally or in witing of intent to discontinue participation. The
date of discharge shall be the date of notification or a |later date
designated by the participant.

(2) The participant |eaves the service area pernanently.

(3) The participant requests discharge fromthe Departnment either
orally or in witing. The date of discharge shall be as in (1).

(c) Discharge may be requested by the adult day health center if:
(1) Maxi mum benefit has been achieved and there is no further
need for adult day health care services.

(2) The participant is unable or unwilling to use the prescribed
services and adult day health center staff have nade every effort to
renove possi bl e obstacl es.

(d) The adult day health center shall forward any di scharge request and
supporting information to the Departnent within five working days of
receipt.

54215. Reassessnent.

(a) Reassessnent, at |least quarterly, shall include:
(1) Progress achieved.

(2) Review and revision of goals and objectives.

(3) Revision or continuation of the individual plan of care.

(4) Preparation of a reauthorization request for continuing care.



54217. Beneficiary Agreenent of Participation.

(a) When the initial assessment has been conpleted and the

i ndi vidual i zed pl an of care prepared, an agreenent of participation on
forms furnished by the Department shall be prepared by the adult day
heal th care provider and discussed with the prospective participant or
the participant's guardi an or conservator

(b) If the ternms of agreenment are satisfactory, the participant shal
sign the statenent. The statenent shall be sent to the Departnent with
the initial Treatnment Authorization Request. The signing of the
agreenment of participation does not nandate participation and the
partici pant may end participation at any tine.

(c) Staterment that the participant understands that services beyond the
amounts included in each adult day health center's staffing
requirenents as set forth in Section 54423 (a) are subject to prior

aut horization by a Medi-Cal consultant.

54221. Hours of Qperation

(a) Centers shall be open to participants for no |l ess than 6 hours and
no nore than 12 hours during each cal endar day of operation

(b) Prograns will operate at |east five days a week. Adjustnment may be
made in the hours or days of operation:
(1) To accommopdate working rel atives of participants.

(2) I'n response to other special circunstances.

(c) New prograns may be initiated with fewer than six hours per day or
| ess than five days per week for the first six nonths of operation or
until full licensed capacity is reached, whichever occurs first.

(1) An adult day health care provider shall not operate |ess than
five days a week or six hours a day after the first six nonths of
operation without witten prior approval of the Departnent. The
Department shall consider the following factors in making its decision

(A) Location of the center.

(B) Density of population.

(O Average daily attendance.



(D) Availability of transportation and neals from ot her agenci es.

(E) Needs of the participants currently served at the center

(2) M ninmumoperation after the sixth nonth shall be not I|ess
than four hours a day and three days a week.

54223. Attendance.

(a) Attendance shall be regular and pl anned. Treatnment needs of the
participant shall determnmine the frequency and duration of attendance.
The nunber of days schedul ed shall be governed by the | east tinme needed
to carry out an individual plan of care related to the needs of the
participant and his or her famly.

(b) Participants shall not be encouraged to attend nore frequently than
necessary for achi evenent of individual goals and objectives.

54301. Certification

(a) Each adult day health center shall

(1) Be licensed or have a special permt pursuant to Chapter 3.5,
conmencing with Section 1570, Division 2, Health and Safety Code, to
provide adult day health care.

(2) Have appropriate licensed and allied health personnel to
provi de services in accordance with the requirenments of this Chapter

(3) Have a witten description of its philosophy, objectives and
program for providing nmedical and ancillary health rel ated services
avail abl e for public inspection.

(4) Demonstrate to the satisfaction of the Departnent that staff
and facilities are adequate to provide the planned services described
inits witten program

(5) Provide or arrange for, through witten agreenent, nonroutine
nmedi cal services which may becone necessary.



(6) Execute a witten agreement with each partici pant which
specifies but is not limted to, a list of basic services which are to
be furni shed each visit or according to a specified schedul e.

(7) When serving a substantial nunber of participants of a
particular racial group, or whose primary | anguage is other than
English, enploy staff of that particular racial or linguistic group at
all tinmes.

(b) Each facility shall sign an adult day health care provider
agreenment with the Departnent in order to participate in the Medi-Ca
program

(c) The Departnent shall certify adult day health centers which neet
the requirenents of this chapter as a special category of clinic and
hospi tal outpatient services.

54303. Denial of Initial Certification

(a) The Director shall deny application for certification if the
appl i cant has:

(1) Not been approved as a licensed adult day health care
provi der.

(2) Failed to neet the requirenments of Section 54301, or any
ot her applicable requirements of the statutes or regulations relating
to the California Medical Assistance Program

(3) Previously violated Departnment regul ations and there is
probability of nonconpliance by the applicant.

(4) Failed to correct violations of regulations pertaining to
licensure or Medi-Cal certification

(5) Failed to conmply with the approved adult day health care
county plan.

(b) Upon the denial of the application, a witten notice of denia
shal |l be sent by the Departnent by certified nmail informng the
applicant of the reasons for denial, and advising the applicant of the
right to petition for a hearing.

(c) An applicant may submit a witten petition for hearing to the
Departnment within 15 days after the Departnent nails the notice.



(d) The hearing shall be initiated by filing and serving a statenent of
i ssues in accordance with Section 11504.

(e) The proceeding shall be conducted in accordance wi th Chapter 5,
conmenci ng with Section 11500, Division 3, Title 2, Governnment Code.

(f) Hearing concerning denial of Medi-Cal certification as a provider
of adult day health care services shall be consolidated with hearing
concerni ng denial of |icensure whenever possible.

54305. Term nation or Suspension of Certification

(a) Certification shall be suspended or revoked for any of the
fol | owi ng:

(1) Violation of any statute or regulation relating to the
California Medical Assistance Program

(2) Aiding, abetting or pernmitting the violation of applicable
statutory provisions or regul ati ons of the Departnent.

(3) Conduct in the operation or nmintenance of an adult day
health center which is inimcal to the health, norals, welfare or
safety of either participant receiving services fromthe center or the
peopl e of the State of California.

(b) Proceedings for term nation or suspension shall be conmenced in
accordance with Chapter 5, commencing with Section 11500, Part 1
Division 3, Title 2, Governnent Code.

54307. Denial of Renewal of Certification

(a) The Director shall deny an application for renewal of certification
as a provider of adult day health care services if the applicant:

(1) Was party to an action which resulted in denial, suspension
or revocation of license as an adult day health care provider

(2) I's not currently certified as a Medi-Cal provider because of
suspensi on or di sapproval of an application for certification

(3) Has previously violated Department regul ations and there is
probability of nonconpliance by the applicant.

(4) Has failed to correct violation of regulations pertaining to
other licensure and Medi-Cal certification



(5) I's not in compliance with the approved Adult Day Health
County Pl an

(6) Would be denied certification under Section 54303.

(b) A public hearing may be held in accordance with Section 78215,
Division 5, on a renewal application if the Director determn nes that
the public's interest will be served.

(c) The Director shall send the applicant a witten notice of denial by
certified mail. The notice shall advise the applicant concerning the
reason for the denial and the right to petition for a hearing as set
forth in Section 54303.

(d) The applicant shall subnmit a plan and date for discontinuing care
to the Director for approval. The Director shall approve the plan in
writing.

(e) Hearing concerning denial of renewal application for certification
as an adult day health care provider shall be consolidated with any
heari ng concerning denial of licensure as an adult day health care
provi der, whenever possible.

54307. Deni al of Renewal of Certification

(a) The Director shall deny an application for renewal of certification
as a provider of adult day health care services if the applicant:

(1) Was party to an action which resulted in denial, suspension
or revocation of license as an adult day health care provider

(2) I's not currently certified as a Medi-Cal provider because of
suspensi on or di sapproval of an application for certification

(3) Has previously violated Department regul ations and there is
probability of nonconpliance by the applicant.

(4) Has failed to correct violation of regulations pertaining to
other licensure and Medi-Cal certification

(5) I's not in conpliance with the approved Adult Day Health
County Pl an

(6) Would be denied certification under Section 54303.



(b) A public hearing may be held in accordance with Section 78215,
Division 5 on a renewal application if the Director determ nes that
the public's interest will be served.

(c) The Director shall send the applicant a witten notice of denial by
certified mail. The notice shall advise the applicant concerning the
reason for the denial and the right to petition for a hearing as set
forth in Section 54303.

(d) The applicant shall subnmit a plan and date for discontinuing care
to the Director for approval. The Director shall approve the plan in
writing.

(e) Hearing concerning denial of renewal application for certification
as an adult day health care provider shall be consolidated with any
heari ng concerning denial of licensure as an adult day health care
provi der, whenever possible.

54309. Required Services.

(a) Each adult day health center shall provide directly on the
prem ses, at |east the follow ng services:
(1) Rehabilitation services, including:

(A) Physical therapy as specified in Section 54313.

(B) Cccupational therapy as specified in Section 54315.

(C Speech therapy as specified in Section 54317.

(2) Medical services supervised by either the participant's
personal physician or a staff physician or both.

(3) Nursing service, including:

(A) Skilled nursing care rendered by a professional nursing
staff, who evaluate the particul ar nursing needs of each participant
and provide the care and treatnent indicated.

(B) Self-care training and services oriented toward activities of
daily living and personal hygi ene, such as toileting, bathing and
gr oom ng.

(4) Nutrition services, including:



(A) A mininmmof one neal per day which is in accordance with the
requirenents stated in Section 54331. Therapeutic diets and
suppl enental feedings shall be available if therapeutically indicated.

(B) Dietary counseling and nutrition education for participants
and their famlies.

(5) Psychiatric and psychol ogi cal services including:

(A) Consultation.

(B) Individual assessnent.

(O Supervision of treatnent by a psychiatrist, psychol ogist,
psychiatric social worker or psychiatric nurse, when indicated.

(6) Medical social services to participants and their fanmlies to
help with personal, famly and adjustnment problens that interfere with
the effectiveness of treatnent.

(7) Planned recreational and social activities suited to the
needs of the participants and designed to encourage physical exercise
to prevent deterioration and to stinulate social interaction

(8) Nonnedical and nedical transportation service for
participants, only if necessary, to and fromtheir hones. Specially
equi pped vehicles shall be utilized when nedically necessary to
acconmodat e participants with severe physical disabilities that limt
nmobility.

54311. Optional Services.

(a) Each adult day health center may arrange for the follow ng
additional services. These services shall be separately billed by the
provider according to the requirements of Article 7, Chapter 3,
Division 3, Title 22, California Adm nistrative Code.

(1) Podiatric services arranged for by the supervising physician

(2) Visual care screening and advice for |owvision cases by a
i censed opht hal nol ogi st or optonetrist, followi ng referral and
arrangenent by the supervising physician



(3) Dental screening for the purpose of apprising the participant
of the necessity of regular or emergency dental care, which is arranged
for by the supervising physician.

(b) Optional services may include other services within the concept and
obj ectives of adult day health care that have been approved by the
Depart nment.

54313. Physical Therapy Service.

(a) The physical therapy service shall:
(1) Provide:

(A) Muscle, nerve joint and functional ability tests.

(B) Treatment to relieve pain, develop or restore function.

(C) Assistance to achieve and mai ntai n nmaxi mum performance using
physi cal means such as exerci se, massage, heat, sound, water, |ight or
electricity.

(2) Provide an evaluation by the physical therapist and
establ i shnent of a treatment program The treatnment program shall be
nodi fi ed as needed based upon subsequent reeval uati ons.

(3) Require that physical therapists:

(A) Record treatnments, each day, in the participant's health
record. Each entry shall be signed.

(B) Record quarterly progress notes. Each entry shall be signed
and dat ed.

(O Review and initial all evaluations and the discharge sunmary

(4) Define the responsibilities of the physical therapist and the
duties assigned to the auxiliary personnel by the individual treatnment
pl an.



(b) Physical therapy staff shall nmeet the foll owi ng requirenments:

(1) The physical therapist, physical therapist assistant and
physi cal therapist aide shall acconplish those tasks required by the
i ndi vidualized plan of care within the staffing requirenents stated in
Secti on 54423.

(2) The physical therapist shall act as a nenber of the
assessnment teamin an evaluation of the patient's rehabilitation
pot enti al

(c) Physical therapy equi pnent shall include but is not linted to:
(1) Parallel bars.

(2) Full-viewmrror.

(3) Overhead pulley and wei ghts.

(4) Set of training stairs.

(5) Treatnment table enclosed for privacy.

(6) Availability of wheel chairs, wal kers, canes, crutches and
ot her anbul ati on ai des.

(d) Adequate space shall be nmaintained for the necessary physica
t herapy equi pment. Space can be used for other services during the day
when physical therapy services are not being given.

(e) Physical therapy procedures may incl ude:
(1) Therapeutic exerci se.
(2) Neurormuscul ar reeducation
(3) Rehabilitation services.
(4) Functional activities.

(5) Gait training.

(6) Othotics training.



(7) Prosthesis training.

(8) Massage.

54315. Cccupational Therapy Services.

(a) Cccupational therapy services shall:
(1) Reevaluate the participant as the condition changes and
nodi fy treatnent goals consistent with these changes.

(2) Decrease or elimnate disability during participant's initia
phase of recovery following injury or illness.

(3) Increase or maintain the participant's capability for
i ndependence.

(4) Enhance the participant's physical, enotional and soci al
wel | - bei ng.

(5) Develop function to a maxi mum | evel

(6) Quide participants in the use of therapeutic, creative and
self-care activities for inmproving function

(7) Require that occupational therapists:

(A) Record treatments, each day, in the participant's health
record. Each entry shall be signed.

(B) Record quarterly progress notes. Each entry shall be signed
and dat ed.

(O Review and initial all evaluations and the di scharge sumary.

(8) Devel op personnel policies which define the occupationa
therapy responsibilities and the duties assigned to the occupati ona
t herapy assi stant.



(b) Cccupational therapy staff shall meet the follow ng requirenents:
(1) The occupational therapy service shall be under the direction
of an occupational therapist.

(2) The occupational therapist and occupational therapy assistant
shal | work the hours necessary to acconplish those tasks required by
the individualized plan of care within the staffing requirenments stated
in Section 54423.

(c) The occupational therapy service shall provide:

(1) Equi prrent and supplies for creative skills. This may include,
but is not linmted to | eatherwrk, weaving, needl ework, ceramcs,
woodwor ki ng, painting and graphic arts.

(2) Means and supplies for adapting equi pnent for reeducation in
activities of daily Iiving.

(3) Therapeutic exercises, sensory stimulation and coordi nating
exerci se concentrating on the range of notion of the upper extrenmities.

(4) Eval uation of needed splints or slings to increase or
mai ntai n functional use of the upper extrenmties.

(d) Adequate space shall be provided for the necessary occupationa

t herapy equi pment needed to provide occupational therapy. Space can be
used for other services during tines when occupational therapy services
are not being given.

54317. Speech Therapy Services.

(a) Speech therapy services shall
(1) Evaluate participants and devel op necessary plans for
appropriate speech and | anguage therapy.

(2) Instruct other health team personnel and fanily nenbers in
nmet hods of assisting the participant to inprove and correct speech
di sorders.

(3) Require that speech therapists:



(A) Record treatnments, each day, in the participant's health
record. Each entry shall be signed.

(B) Record quarterly progress notes. Each entry shall be signed
and dat ed.

(C Review and initial all evaluations and the di scharge sumary.

(4) Devel op personnel policies which define the duties of the
speech therapist and allied personnel

(b) Speech therapy staff shall neet the follow ng requirenents:

(1) There shall be a speech therapist enployed a sufficient
nunber of hours to acconplish those tasks listed in each individualized
plan of care within the staffing requirements stated in Section 54423.

(2) The speech therapist shall act as a nenber of the assessnent
team and evaluate to determ ne the type of speech or |anguage di sorder

(c) Speech therapy equi pment, tests, materials and supplies shall be
sufficient to inplenent the treatnment and programrequired by each
partici pant seen by the speech therapists.

(d) Speech therapy space shall be adequately free of anbient noise.

54319. Staff Physician Services.

(a) Staff physician services shall include consultation to staff and
may include the following [imted direct services to the participant:

(1) Periodic physical exami nation as part of the assessnent
process.

(2) Consultation with the participant's physician

(3) Mnor, incidental or occasional treatnent.

(4) The devel opnent of the nedical conponent of the individual
participant's plan of care, except when this conponent is devel oped by
the participant's physician who retains primary responsibility for al
nmedi cal care provided to the participant.



(b) The center staff physician nay sign the authorization request and
t he individualized plan of care.

(c) By arrangenent with the center director, staff physician services
shal |l be provided at the center on a regular basis. Staff physician
services nay be secured on a voluntary basis or nay be paid by the
adult day health center on an hourly basis consistent with reasonabl e
rei mbursement for simlar consultative services.

(d) Space shall be provided which ensures privacy for the staff
physician's exam nation and consultation

(e) The adult day health center may allow partici pants who are

i ndependently responsible for taking their own nedication at home, if
aut horized by the participant's physician, to continue to be
responsi ble for taking their own nedication during the hours spent in
the adult day health care program

54321. Personal Physician

(a) Close liaison shall be maintained with the participant's persona
physi ci an. The personal physician shall retain primary responsibility
for the nmedical care of the participant.

(b) The personal physician shall be:
(1) Requested to provide the report of physical exam nation and
nmedi cal history required for initial evaluation

(2) Requested to sign the Medi-Cal treatnment authorization
request for prior authorization if the adult day health center does not
have a staff physician

(3) Informed, on a regular basis, of the participant's status and
progress.

(c) Reinbursenent for services provided by a personal physician to a
partici pant shall neither be nmade by nor beconme the responsibility of
the center.

54323. Nursing Service.

(a) The nursing service shall, as a m ni num

(1) Assess each participant to determ ne needs for personal care
and assistance in activities of daily living such as bathing, groom ng
toileting and eating; include these needs in the plan of care and
supervi se the provision of these services.



(2) Specify short-termand |long-termnursing goals in each
i ndi vidual i zed pl an of care.

(3) Document all skilled nursing care provided on the day the
service is given and include quarterly signed and dated progress notes
in each participant record.

(4) Provide health education and counseling to the participant
and famly when indicated by the plan of care.

(5) Provide assistance to the participant in obtaining nedica
services fromproviders other than adult day health staff.

(6) Monitor, adm nister and record prescribed nmedications as
fol | ows:

(A) Medication shall be given only on the prescriber's order

(B) Participants shall be identified prior to the adm nistration
of a drug.

(C) Medication shall be adninistered within one hour of the
prescribed tine.

(D) Time and doses of each drug adnini stered must be recorded in
the participant's record by the nurse who gave the drug.

(7) Provide training in self-adnmnistration of nedications to
partici pants.

(8) Provide liaison to the participant's personal physician

(9) Devel op the nursing conponent in the plan of care for each
partici pant capable of benefiting froma continence training program

(10) Provide observation and nonitoring of health status.

(11) Provide supportive and restorative nursing as indicated by
the treatnent plan.



(b) The nursing service shall provide a registered nurse or a |licensed
vocational nurse under the supervision of a registered nurse at the
center during the hours the center is offering required services.

(c) Aregistered nurse shall be a nmenber of the assessnent teamto
assess the nursing needs of the participant and devel op the nursing
conponent of the individualized plan of care.

(d) Nursing service supplies and equi pnment shall neet the requirenents
of Section 78439 (a), Title 22, California Adm nistrative Code.

54325. Psychiatric and Psychol ogi cal Servi ces.

(a) Each adult day health center shall have a consultant psychiatrist,
psychol ogi st, psychiatric social worker or psychiatric nurse who shal
make assessments of participants when indicated, devel op an

i ndi vidual i zed pl an of care, supervise the carrying out of these plans
and do reassessnents. The consul tant psychiatrist, psychol ogi st,
psychiatric social worker or psychiatric nurse shall provide

consul tation services to center staff at |east three hours per nonth.

(b) Consultant services are indicated when
(1) The participant's diagnoses or nedical history indicate a
nental, enotional or behavioral problem

(2) Information fromthe participant's famly indicates nental
enotional or behavioral problens nay exist.

(3) The psychosoci al assessnent devel oped by the social worker
i ndi cates apparent nental, enotional or behavioral problens that need
further assessnent by a psychiatrist, psychol ogist, psychiatric socia
wor ker or psychiatric nurse.

(4) Cbservation by center staff indicates the need for
psychiatric or psychol ogi cal assessment.

(c) Services shall provide a therapeutic setting conducive to restoring
dignity and sel f-esteem and good nental health to all participants.
Techni ques such as group socialization activities which restore or
expand normal social roles, individual and group therapies in various
forms such as reality orientation, art and nusic therapy, psycho-socia
drama, counseling and discussion shall be a part of the genera

program Specialized techniques and nental health treatnent supervised
by a psychiatrist, psychol ogist or psychiatric social worker may be
provided as part of the plan of care by appropriately qualified

per sonnel

54327. Personal Psychiatrist and Psychol ogi st Services.



(a) The adult day health center shall maintain close liaison with the
attendi ng psychol ogi st or psychiatrist providing services to a

partici pant. The psychol ogi st or psychiatrist shall naintain primry
responsibility for the psychol ogi cal or psychiatric treatnent of the
partici pant and shall be kept informed of the participant's health
status. Any psychol ogi c or psychiatric services provided by the center
shal |l be coordinated with the attendi ng psychiatrist or psychol ogi st.

(b) The center shall assist the participant in obtaining psychiatric or
psychol ogi cal services determ ned to be necessary.

(c) An attending psychiatrist or psychol ogi st for an individua

partici pant who is also the consultant psychiatrist or psychol ogist for
the adult day health center, may not bill for services provided at the
center for this participant in the manner prescribed in Article 7,
Chapter 3, Division 3, Title 22, California Adm nistrative Code.

54329. Medi cal Social Services.

(a) Medical social services shall as a m ni mum

(1) Interview and screen all referrals to deternine the genera
appropriateness of the prospective participant for the full assessnent
process and adult day health care participation

(2) Provide referral for persons not appropriate for adult day
health care

(3) Provide a signed and dated docurentation for all service
perfornmed the day the service is provided and include signed and dated
quarterly progress reports in each participant record.

(4) Provide for periodic reevaluation and revision of plan of
care.

(5) Provide counseling and referral to available comunity
resour ces.

(6) Pronote peer group relationship through problem centered
di scussion group and task oriented committees.

(7) Serve as liaison with the participant's famly and hone.

(8) Serve as liaison with other conmunity agencies who may be
providing services to a participant and work with these agencies to
coordinate all services delivered to the participant to neet the



partici pant's needs and avoid duplication. Liaison shall include, but
not be limted to the foll ow ng agenci es:

(A) In-Home Supportive Services in the county welfare departnent.

(B) Home Heal t h Agency providers.

(9) Provide discharge planning for all discharged participants.

(b) Medical social service staffing shall nmeet the follow ng
requirenents:

(1) A medical social worker shall be a full-time enpl oyee of the
adult day health center.

(2) A social work assistant or social work aide shall provide
nmedi cal social services only under the supervision of the medica
soci al wor ker.

(3) A nedical social worker shall act as a menber of the
assessment teamto eval uate nedi cal social needs of all participants.
The nedi cal social worker shall develop a plan of care if indicated,
i ncluding short-termand |long-termgoals with participation of the
participant's fam |y and ot her appropriate individuals.

54331. Nutrition Service.

(a) The nutrition service shall as a m ni num
(1) Be staffed and equi pped to assure that food provided to the
participants is safe, appetizing and provides for nutritional needs.

(2) Include dietary counseling and education as part of the
nutrition service.

(3) Provide at |east one neal to each participant who is present
for four hours. The neal shall provide one-third of the recomended
dietary all owance of the Nutrition Board of the National Research
Counci |, National Acadeny of Science.

(4) Each participant who is in the center for eight hours shal
be served a neal and between neal nourishnents that shall supply at
| east one-hal f of the reconmended dietary all owance of the Nutrition
Board of the National Research Council, National Acadeny of Science.



(b) Participant food preferences, including ethnic foods shall be
adhered to as nmuch as possible.

(c) Therapeutic diets shall be served as ordered and shall be prepared
under the guidance of a registered dietitian. The diet order shall be
revi ewed every 90 days when the reassessnent is done.

(d) Adietitian shall be enployed on a consulting basis. Consultant
services shall be provided on the prem ses at appropriate times on a
regul arly schedul ed basis. A witten record of the frequency, nature
and duration of the consultant's visits shall be maintained.

(e) Sufficient staff shall be enployed, oriented, trained and their
wor ki ng hours schedul ed to provide for the nutritional needs of the
participants and to maintain the service areas. If nutritiona

enpl oyees are assigned duties in other services, those duties shall not
interfere with the sanitation, safety or tinme required for work

assi gnment s.

54333. Transportation

(a) Transportation shall be provided only if necessary. Persons who
live within wal king distance of the center and who are sufficiently
nmobi |l e shall be encouraged to walk to the center

(b) Family nmenbers shall be encouraged to provi de nonnedi ca
transportation for the participant if specially equipped vehicles are
not needed. Volunteers nmay al so be utilized to provide transportation

(c) Transportation to and from partici pants' hones shall be schedul ed
to insure that participant one-way transit tine does not exceed one
hour .

(d) Medical transportation shall be supplied by either the center's own
vehicles or by contract with other transportation services to
facilitate regul ar attendance and pronpt arrival and departure. If
there is an existing transportation systemin the area which is

equi pped to handl e handi capped persons and is capabl e of providing the
| evel of service, nedical transportation service shall be purchased
fromthat system Vehicles used for nonnedi cal transportation shall be
in good condition. Vehicles used for nedical transportation shall neet
the qualifications stated in Section 51151

(e) Vehicle operators enployed by the center shall maintain good
driving records and shall have an appropriate operator's |license. The
vehi cl e operator shall be responsible for naintaining a schedule of
transportation to and fromthe center. The driver or the driver's
assi stant shall assist the participant in and out of honme and vehicle
as necessary.



(f) If a participant does not appear for transportation or cone to the
center on a schedul ed day of attendance, pronpt follow up shall be nade
to determne the reason. Efforts should be nade to deternine if the
participant is hel pl ess and unable to answer the door or phone or has
gone away for the day.

(g) Participants who know that they will not attend on a schedul ed day,
shall notify the center.

(h) If the participant is ill, the adult day health center shal
determ ne by visit or by telephone call the extent of the illness and
make arrangenments for proper treatnent if indicated, such as notifying
the participant's physician, famly or arranging for hone health

servi ces.

54335. Energency Servi ce.

(a) Each adult day health center shall provide a readily avail able
source of energency health services.

(1) The participant, or the participant's sponsor shall sign an
agreement granting the center pernmission to transfer the participant to
a hospital or other health facility in case of energency.

(2) The center shall maintain witten agreenents for energency
nmedi cal care which shall include

(A) An on-call physician

(B) Hospital or emergency room care.

(O Medical transportation.

(b) First aid services shall be available. Al staff nmenbers shal
receive in-service training in first aid and cardi ac pul nmonary
resuscitation within the first six nmonths of enploynent. Annua
refresher courses shall be arranged for by the adult day health
provi der.

54337. Program Ai des.

(a) Program aides nay be full-tinme or part-tinme enpl oyees. Aides shal
evi dence capacity for learning, the ability to conprehend the use of
witten and spoken English and shall have personal qualities conducive
to good interpersonal relationships with denpbnstrated conpetence in
hel pi ng ot hers.



(b) Program ai des, under the supervision of the programdirector or of
menbers of the nmultidisciplinary assessnent team shall perform
assi gned tasks invol ving:

(1) Support of nmjor group activity and recreational prograns.

(2) Transportation of participants to and fromthe adult day
heal th center.

(3) Arranging for appointnents for participants outside the
center.

(4) Assistance in personal care under nursing supervision

(c) Program aides nay be part-time or full-time volunteers serving

wi t hout conpensation. Vol unteer participation shall be encouraged.

Vol unteer staff shall not be considered in the basic staff ratio.
Regul ar i ndi vi dual hours of service shall be scheduled to the nutua
sati sfaction of volunteers and staff. Volunteers shall be responsible
to the programdirector or a del egated staff nenber

(d) The duties of volunteers shall be nutually deternined by volunteers
and staff and shall either supplenent staff in established activities
or by providing additional services to the programfor which the

vol unteer has special talents, such as but not limted to:

(1) Art.

(2) Music.

(3) Flower arrangenents.

(4) Foreign | anguage.

(5) Creative skills or crafts.

54339. Activity Program

(a) The activity programshall be staffed and equi pped to neet the
needs and interests of each participant and shall encourage self-care
and resunption of normal activities. Participants shall be encouraged
to participate in activities suited to their individual needs. The
activity program shall provide a planned schedul e of social and other



pur posef ul i ndependent or group activities. Cpportunities shall be
provi ded for invol venent, both individual and group, in the planning
and i mpl enentation of the activity prograns.

(b) The primary objectives of activity prograns shall be to encourage
the participant toward restoration to self-care and the resunption of
normal activities or for those who cannot realistically resune nornal
activities, to prevent further mental or physical deterioration

(c) The individual plan of care of each participant shall include an
i ndi vidual activity plan. This plan shall be reviewed quarterly.

(d) Each adult day health center shall designate an activity
coordi nator who shall be a full-time enpl oyee of the center. The
activity coordinator shall have the followi ng duties:

(1) Assess the needs and interests of each participant and
devel op an individualized activity plan as part of the individualized
pl an of care devel oped by the assessnent team

(2) Record, date and sign quarterly progress notes in each
partici pant record.

(3) Provide or supervise the provision of activities specified in
the activity plan.

(4) Devel op, inplenent and supervise the activity program

(5) Schedul e and post planned activities.

(e) The center shall provide equi pnent and supplies necessary for the
program including special equi pment and supplies necessary for
partici pants havi ng speci al needs.

54401. Organi zation and Administration

(a) Each adult day health center shall be organized and staffed to
carry out the requirenents of this Chapter. Staffing and adm nistrative
requi renents and capabilities shall include:

(1) An administrator

(2) A programdirector with appropriate qualifications.

(3) Sufficient clerical supportive staff to conduct the center's
daily business in an orderly manner.



(4) A grievance procedure.

(5) The ability to provide data reports required by the
Depart nment.

(6) Financial records and books of account fully disclosing the
di sposition of all funds received. Fiscal reports shall be submtted
quarterly to the Departnment in the fornmat prescribed by the Departnent.

(7) Appropriately qualified staff in sufficient nunbers to
provi de an adequate scope of services and to neet the staffing
requi renents stated in Section 54423.

(8) Ethnic or linguistic staff as indicated by partici pant
characteristics.

(9) Participant records maintained in a format approved by the
Depar t ment .

(10) Adequate personnel records.

(11) Nondiscrimination by and to participants and staff.

(12) Confidentiality of data mmintained as stated in Section
54439.

(b) Each adult day health care provider shall establish witten
policies and procedures for continuously review ng the performance of
heal th personnel, the utilization of services, costs and standards for
acceptabl e health care. Such procedures shall receive prior approval of
t he Depart nment.

54403. Adni ni strator

(a) Each center shall have an administrator. The adm ni strator shal
have the responsibility and authority to carry out the policies of the
licenses. The licensee shall notify the Departnment in witing within 14
wor ki ng days following a change of administrator. Notification shal

i ncl ude the new administrator's nanme, mailing address, effective date
of office, background, qualifications and Social Security number

(b) An administrator shall have the follow ng qualifications:



(1) Know edge of supervision and care appropriate to the
partici pants receiving services.

(2) Ability to conformto the applicable |aws, rules and
regul ati ons.

(3) Ability to maintain or supervise the naintenance of financi al
and ot her records.

(4) Ability to direct the work of others.

(5) Be of good character and maintain a reputation of persona
integrity.

(6) Graduation froman accredited college or university, in a
field related to the program and either of the foll ow ng:

(A) A master's degree plus one year of successful experience in a
responsi bl e managerial, administrative or supervisory position in a
social or health service programor agency.

(B) A bachelor's degree plus three years of successful experience
in a responsi ble managerial, admnistrative or supervisory position in
a social or health service program or agency.

(c) The adm nistrator shall
(1) Administer the center in accordance with these regul ati ons
and established policy, program and budget.

(2) Report to the licensee concerning the operation of the center
and interpret recognized standards of care and supervision to the
i censee.

(3) Develop an administrative plan and procedure to insure
clearly defined lines of responsibility, equitable workl oads and
adequat e supervi si on.

(4) Recruit, enploy and train qualified enployees and term nate
enpl oyment of enpl oyees who performin an unsatisfactory nmanner.

(d) Each center shall make provision for continuity of operation and
assunption of the adninistrator's responsibilities during the
admi ni strator's absence.



(e) Centers with a capacity of 50 and over, shall provide both an
adm nistrator and a full-time programdirector

(f) The administrator of two or nore licensed centers shall not serve
as a programdirector.

(g) The administrator shall not be responsible for nore than three
centers, without prior witten approval by the Departnment. In this
circunstance, there shall be one assistant administrator for every
three additional centers or fraction thereof.

54405. Program Director

(a) Each center shall have a full-tinme programdirector during hours of
operation. The adm nistrator may serve in this capacity if the

adm ni strator neets the qualifications. The programdirector shall be
on the premnises and available to participants and their relatives and
enpl oyees. When the programdirector is tenporarily absent, another
adult on the staff shall be designated to serve as the acting program
director. When the programdirector is expected to be or has been
absent for nmore than one nonth, the acting programdirector shall neet
the qualifications of the programdirector

(b) The programdirector shall be a qualified professional in the field
of nursing, social work, psychol ogy or recreational, occupational or
physi cal therapy with denonstrated or potential conpetence in working
with the inpaired, elderly living at honme. The director shall be

know edgeabl e of physical, social and nmental health prograns operating
within a licensed health facility or clinic. The director shall have no
other duties than those related to adult day health care and during

t hose hours shall not be included in the staff ratios of any other
licensed facility.

(c) The duties of the programdirector shall include:
(1) Devel oping the programin accordance with the needs of the
partici pants served.

(2) Inplenmenting and coordinating the program

(3) Evaluating the participant's changi ng needs and naki ng
necessary program adj ustnments.

(4) Supervising enmpl oyees and vol unt eers.

54406. Activity Coordi nator



(a) The activity coordinator shall have one of the follow ng
qual i fications:

(1) Two years' experience in a social recreational or educationa
programw thin the past five years, one year of which was full-tine in
an activities programin a health care, nmental health or handi capped
program setting.

(2) Be an occupational therapist, art therapist, nusic therapist,
dance therapist, recreation therapist, occupational therapist assistant
or qualified social worker.

(3) Completion of at least 36 hours training in a course designed
specifically for this position and approved by the Departnment and shal
recei ve regul ar consultation froman occupational therapist, qualified
soci al worker or recreation therapist.

54407. Gi evance Procedure.

(a) Each adult day health care provider shall establish and nmaintain a
procedure for submittal, processing and resolution of grievances of
partici pants regarding care and adm nistration by the provider. Such
procedure shall be approved by the Departnent and shall provide for the
fol | owi ng:

(1) Recording each grievance in witing.

(2) Maintaining a log of all grievances submtted, including
notes on progress towards resol ution

(3) Awitten finding of fact and decision within 30 days of the
recordi ng of any grievance received.

(4) Transmittal of the following to the participant within five
days of deci sion:

(A) Awitten copy of the finding of fact.

(B) An explanation of the decision concerning the grievance.

(O Information concerning the participant's right to a fair
hearing in accordance with Section 54409.

(b) The participant may request a fair hearing by the Departnent within
10 days followi ng receipt of witten decision concerning the grievance.



54409. Participant Fair Hearing.

(a) Each participant shall have the right to a fair hearing for matters
relative to an unresol ved gri evance regarding care and adm nistration
by the adult day health care provider

(b) The adult day care provider shall present its position at the fair
hearing and i nplement the fair hearing decision adopted by the
Director.

(c) Inplementation of the fair hearing decision shall not be the basis
for discharge of the participant by the adult day health care provider

54411. Reports.

(a) Each provider of adult day health care services shall furnish to
the Director or the Director's designee schedul ed or requested
i nformati on and reports including but not linited to information and
reports listed bel ow

(1) Monthly Services Report for each participant.

(2) Agreenents of Participation

(3) Discharge requests.

(4) Initial and successive individualized plans of care.

(5) Treatnment Authorization Request.

(6) Annual denobgraphic report.

(7) Financial Reporting.

(8) Any other reports requested by the Departnent.

54413. Financial Reporting.

(a) The adult day health care provider shall maintain financial records
on an accrual basis and shall subnit to the Departnent an annual audit
perfornmed by an independent certified public accountant . Al verified



financial statenents shall be filed with the Departnent as soon as
practical after the close of the center's fiscal year, and in any
event, within a period not to exceed 90 days thereafter. The Depart nent
may grant exceptions to this tine [imt, for good cause.

(b) The audit report prepared by the i ndependent certified public

accountant shall include a table of contents and at | east the
fol | owi ng:
(1) A bal ance sheet reflecting the assets, liabilities and net

worth of the adult day health care provider at the close of the fisca
year under audit.

(2) A statement of incone and expenses reflecting all sources and
amounts of incone and expenses.

(3) A statement of changes in financial position, reflecting the
adult day health care provider's sources and applications of funds and
the net increase or decrease in working capital for the fiscal year
j ust ended.

(4) Al notes relating to the financial statements specified in
(1), (2) and (3).

(5) A statement that the audit was conducted in accordance with
general |y accepted auditing standards and, further where in the
accountant's opinion, the financial statenments fairly present the
financial position, results of operations and changes in financial
position in conformty with generally accepted accounting principles
applied on a consistent basis. If the accountant is unable to express
an unqualified opinion, this shall be stated in his report and the
report shall specify the reason or reasons.

(6) Financial statements shall be public records.

(c) Upon the Departnent's witten request, the adult day health care
provi der shall authorize the accountant to all ow representatives of the
Department to i nspect any and all working papers relating to the
preparation of the audit report, including notes, conputation, work
sheets and rough drafts at the accountant's place of business during
nor mal busi ness hours. The accountant's costs of producing records for

i nspection and the costs incurred in the reproduction of docunents
shal | be borne by the Departnent.

(d) When delivery of adult day health care is dependent in part upon
affiliates, conbined financial statenents shall be prepared, and as a
m ni mum di scl ose

(1) The financial position of the provider separate fromthe
conbi ned totals.



(2) Inter-entity adjustnents and elininations.

(3) An independent accountant's opinion in witing, indicating
why conbi ned statenents are not appropriate.

(e) A quarterly report shall be submitted by the center to the
Departnment. The report shall include:
(1) A bal ance sheet.

(2) Revenue and expenses by cost center, including but not
limted to salaries and staff benefits by work classification,
equi prent, contracts, consultation, training and travel. Cost centers
shal I incl ude:

(A) Medical and nursing.

(B) Physical therapy.

(C) Cccupational therapy.

(D) Speech therapy.

(E) Psycho-social services.

(F) Nutrition.

1. Transportation incidental to provision of neals.

2. Nutritional counseling.

(G Supportive services.

1. Recreation.

2. Art, music and dance therapy.

3. Services not included in other cost centers.



(H Administration

1. Ofice supplies and equi pnent.

2. Postage.

3. Furniture.

4. Publications and printing.

5. Liability insurance.

6. Tel ephone, tel egraph

7. Reproduction.

8. Legal consultation.

9. Audit expenses.

10. Rent.

11. Utilities.

12. Mai nt enance.

(1) Space.

1. Rent or nortgage paynent.

2. Facility insurance.

3. Uilities.

4. Housekeepi ng supplies and equi prent.



5. Mai ntenance supplies and equi pnent.

6. Repairs.

7. Facility license fees.

8. Janitorial service.

(J) Transportation.

1. Insurance.

2. Parking fees.

3. Overnight storage fees.

4. Vehicle |icense fees.

5. Purchased transportation services.

6. Vehicle supplies.

7. Vehi cl e mai nt enance.

8. Anortization.

(2) Such financial records shall be filed with the Departnent as soon
as practical after the end of the licensee's fiscal quarter and, in any
event, within a period not to exceed 30 days thereafter

(f) Every affiliated conpany shall:

(A) Furnish, upon request, to the provider and to the Depart nent
financial reports relevant to the disposition of funds paid to the
affiliated conpany by the provider. Reports shall be:

1. Prepared in accordance with generally accepted accounting
principl es.



2. Provide all financial data required by provider to fulfill its
obligations to the Departnent for financial reporting.

(B) Make all books and records available for inspection by the
Department and the United States Departnent of Health, Education and
Wel fare for a termof at |east four years.

(g) Each adult day health provider shall maintain adequate
financial resources to carry out its obligations. The | evel of such
resources shall be deternined for each provider by the Departnment and
shal | include, but will not necessarily be linmted to, the follow ng:

(1) Ability to neet current obligations when due.

(2) Revenue and expense trends.

54415. Medi cal Revi ew.

(a) Each adult day health care center shall be reviewed by a Departnent
of Health nedical review teamat |east annually. The revi ew shal
include but is not limted to assessnent of:

(1) The participant's current medical, psycho-social and
functional status.

(2) The appropriateness of care provided.

(3) The quality of care provided.

(4) The necessity for the services rendered.

(5) Staffing requirenents.

(6) The system for participant care.

(7) Medical records.

(8) Professional review system and reports.

(9) Gievances relating to health care and their disposition

(10) Procedures for controlling the utilization of services.



54417. On-Site Visits.

(a) Each adult day health care center shall be subject to periodic on-
site visits by Department representatives. Such visits shall include
but are not linmited to observation of the foll ow ng:

(1) Ceneral operation.

(2) Availability and provision of services.

(3) Degree of participant satisfaction with the adult day health
care center.

(4) Administrative operation.

s 54419. Utilization Review Commttee.

(a) Each adult day health center shall establish a utilization review
conmittee. Menbership in this comittee shall include, but is not
limted to, a representative fromthe adult day health center, and

pr of essi onal personnel such as a physician, psychiatrist, nurse, social
wor ker, occupational, physical or speech therapist who are not enpl oyed
by the center.

(b) The conmittee shall evaluate the appropriateness of the health care
provi ded by review ng individual records of participants and shall make
recomendations to the center to correct any deficiencies identified.
Procedures for the utilization review conmittee and the nethod of

sel ecting records for review shall be approved by the Department. This
conmttee shall nmeet at |east quarterly.

(c) Al activities of the utilization review conmittee shall be
reported quarterly to the Departnment in a format approved by the

Departnment. As a mininmum the report shall include the:
(1) Nunber of cases reviewed.

(2) Nature and extent of the probl ens encountered.

(3) Summaries of the actions taken by the revi ew system



(d) Each provider of adult day health care services shall pernmit the
Departnent and the Department of Health, Education and Welfare to

i nspect, audit and otherw se, evaluate the quality and appropriateness
of care being rendered to participants served by the center

54421. Advi sory Conmittees.

(a) Each adult day health care center may establish an advisory
conmittee conposed of comunity and participant representatives other
than those conprising the governing body. The functions of this
committee shall be:

(1) To serve as informational resources.

(2) To provide |iaison between the center and the conmunity.

(3) To resolve individual issues.

(4) To contribute specific expertise as needed.

(5) To assist in reaching those in need of services.

(b) The conmittee nay neet nonthly.

54423. Staffing Requirenents.

(a) The programdirector, a registered nurse with public health
background, a nedi cal social worker, a program aide and the activity
coordi nator shall be on duty. OQther staff shall be enployed in
sufficient nunbers to provide services as prescribed in the individual
pl ans or care, in accordance with the follow ng mininal requirenents,
determ ned by each center's average daily attendance based on the
previ ous quarter experience.

(1) Centers with an average daily attendance of 10 or |ess shal
provide at |east:

(A) Atotal of 40 hours per nonth in the foll ow ng areas:
Physi cal therapy, speech therapy and occupational therapy and
psychiatric or psychol ogi cal services.

(B) Two hours per nonth of nutritional services provided by a
dietitian.



(2) Centers with an average daily attendance of 11-20 shal
provide at a m ni mum

(A) Atotal of 80 hours per nonth in the foll ow ng areas:
Physi cal therapy, speech therapy, occupational therapy and psychiatric
or psychol ogi cal servi ces.

(B) Four hours per nonth of nutritional services provided by a
dietitian

(3) Centers with an average daily attendance of 21-30 shal
provide at |east:

(A) Atotal of 120 hours per nonth in the foll owi ng areas:
Physi cal therapy, speech therapy, occupational therapy and psychiatric
or psychol ogi cal services.

(B) Six hours per nonth of nutritional services provided by a
dietitian.

(4) Centers with an average daily attendance of 31-40 shal
provi de at | east:

(A) Atotal of 160 hours per nonth in the foll owi ng areas:
Physi cal therapy, speech therapy, occupational therapy and psychiatric
or psychol ogi cal services.

(B) Seven hours per nonth of nutritional services provided by a
dietitian

(5) Centers with an average daily attendance of 41-50 shal
provi de at | east:

(A) Atotal of 200 hours per nmonth in the follow ng areas:
Physi cal therapy, speech therapy, occupational therapy and psychiatric
or psychol ogi cal servi ces.

(B) Eight hours per nonth of nutritional services provided by a
dietitian

(6) Centers with an average daily attendance of 51-60 shal
provide at |east:



(A) Atotal of 240 hours per nonth in the foll owi ng areas:
Physi cal therapy, speech therapy, occupational therapy and psychiatric
or psychol ogi cal services.

(B) Ten hours per nonth of nutritional services provided by a
dietitian

(7) An additional half-time licensed vocational nurse shall be
provi ded for each increnent of 10 in average daily attendance exceeding
40.

(8) An additional half-time social work assistant shall be
provi ded for each increnent of 10 in average daily attendance exceeding
40.

(9) Program aides shall be provided in a ratio of one-half aide
for every increment of eight in average daily attendance.

(10) The program director of centers whose average daily
attendance is 20 or less nmay al so serve as the registered nurse, social
wor ker, occupational therapist, physical therapist, speech therapist or
dietitian, provided that:

(A) The programdirector neets the professional qualifications
for that position.

(B) The programdirector and the administrator are not the sane
person.

(11) The center may request staffing variations to these staffing
requi renents according to Section 78217, Title 22, California
Adm ni strative Code.

(b) Adult day health centers which serve participants whose prinary

| anguage is other than English, shall enploy sufficient trained staff
to comunicate with and facilitate rendering services to such

partici pants. Wen a substantial nunber of the participants are in a
non- Engl i sh speaki ng group, bilingual staff shall be provided.
Bilingual staff shall be persons capable of comrunicating in English
and the preferred | anguage of the participant.

54425. Partici pant Records.



(a) Each center shall maintain a conplete health record for each
participant in the programin the format established by the Departnent.
Each nedical record shall include, but is not limted to:

(1) ldentifying information including:

(A) Nane, address, telephone nunber, sex, age, ethnic background,
Soci al Security and Medi-Cal nunbers.

(B) Nane, address and phone nunber of responsible person.

(2) Admission data including:

(A) Referral source.

(B) Reason for application as given by referral source,
participant and fanmly or others.

(C) Date of entry into the program nunber of days schedul ed for
attendance, nethod of transportation and fee if non-Medi-Cal.

(3) Signed Agreenent of Participation.

(4) Daily records of participant's attendance and services
utilized, including transportation.

(5) Records shall be nmintained of:

(A) Referrals to other providers.

(B) Dates and substance of communications with the participants’
physician, fanmly nenbers and ot her persons providing assistance.

(6) Medication records.

(7) Medication errors and drug reactions shall be recorded with
notati on of action taken.

(8) Progress notes by involved personnel.



(9) Assessnent of the participants by the nultidisciplinary team

(10) Physician exani nation and nedical history.

(11) Individual plan of care.

54429. Solicitation

(a) Adult day health centers shall not:
(1) Hire persons solely for the purpose of solicitation of
partici pants.

(2) O fer noney or any val uabl e consideration as an inducenent to
beconme a participant.

(3) Make false statenents in advertising in any nedia.

(4) Make fal se statenents to prospective participants regarding
any aspect of the program

(b) Adult day health centers may assign enployed staff to nmeet with
communi ty organi zations to provide information concerning the program

54431. Service Area.

(a) Each adult day health center shall serve only participants living
in the service area specified in the county plan and approved by the
Department. An exception to this requirement may be granted only if the
center neets a special need of a particular individual residing outside
the service area. Special needs shall be linited to:

(1) The individual does not reside in an adult day health service
ar ea.

(2) The adult day health care center in the individual's service
area does not provide a needed service.

(3) The individual is a former resident of the service area.



(4) The center offers strong ties to the cultural background of
the individual which are not available in the area in which the
i ndi vi dual resides.

(b) The follow ng procedures shall be followed in obtaining a waiver:
(1) The center shall send a witten waiver request to the
Department. A personal letter fromthe individual stating the reasons

for the request shall be attached.

(2) The center shall request a witten statenent fromthe
partici pant's personal physician explaining why the [ack of service
area wai ver would be detrinmental to the person's total health needs.

(c) The Departnent shall not provide reinbursenment for transportation
provi ded outside the service area.

54433. Subcontracts.

(a) Al subcontracts shall be in witing.

(b) Each subcontract shall be submitted to the Departnment at |east 60
days prior to the effective date. If the Department does not formally
act on a subcontract within 60 days after receipt, the adult day health
care provider may use the services of the subcontractor

(c) Each subcontract shall include at |east the follow ng:

(1) Full disclosure of the anpbunt of conpensation or other
consideration to be received by the subcontractor fromthe adult day
health center. That requirenent provision shall not apply to
subcontracts with providers enployed or salaried by the adult day
heal th care provider

(2) Specification of the services to be provided and the tines
and days when these services are avail able to nenbers.

(3) A provision that the subcontract shall be governed by and
construed in accordance with all |aws, regulations and contractua
obligations incunbent upon the adult day health care provider

(4) A provision that the Departnent and the Departnent of Health,
Educati on and Wl fare shall have the right to inspect or reproduce al
books and records of the subcontractor as they relate to the provision
of goods and services under the terns of the subcontract. Such books
and records shall be available for inspection or reproduction at al
reasonabl e tines at the subcontractor's place of business for a term of
at least four years fromthe effective date of the subcontract.



(5) A provision requiring the subcontractor, upon witten
request, to furnish financial reports relating to the provision of
servi ces under the subcontract and the paynent therefore to the adult
day health center and to the Departnment in such formand at such tines
as required by the adult day health care provider to fulfill its
obligations for financial reporting to the Departnent.

54435. Civil Rights of Participants.

(a) The adult health center shall not discrininate against participants
because of race, color, creed, national origin, sex, physical or nenta
handi caps in accordance with Title VI of the Cvil Rights Act of 1964,
42 U. S.C., Section 2000d, rules and regul ati ons on the grounds of race,
color, creed, national origin or physical or mental handi caps i ncl ude,
but are not limted to, the follow ng:

(1) Denying a participant any service or benefit or availability
of a facility.

(2) Providing any service or benefit to a participant which is
different or is provided in a different manner or at a different tine
fromthat provided to other participants.

(3) Restricting a participant in any way in the enjoynment of any
advant age or privil ege enjoyed by others receiving any service or
benefit.

(4) Treating a participant differently fromothers in satisfying
any adm ssion, enrollment quota, eligibility, nenbership or other
requi renment or condition which individuals nust neet in order to be
provi ded any service or benefits.

(5) Assignnent of tines or places for the provision of services
on the basis of the race, color, creed or national origin of the
participants to be served.

(b) The adult day health care center will take affirmative action to
ensure that participants are provided services without regard to race,
color, creed, sex, national origin, physical or nental handicap

(c) The center shall refer conplaints alleging discrimnation agai nst
the participants race, color, national origin, creed, sex, physical or
nmental handicap to the Department for review and appropriate action



54437. Civil Rights of Enpl oyees.

(a) The center will not discrimnate against any enpl oyee or applicant
for enpl oynent because of race, color, creed, sex, national origin or
nmental or physical handicaps. The center will take affirmative action
to ensure that applicants are enployed and that enpl oyees are treated
during enploynment without regard to their race, color, creed, sex,
nati onal origin, or nental or physical handi caps. Such action shal
apply to all forms of personnel actions.

(b) The center shall, in all solicitations or advertisenents for
enpl oyees pl aced by or on behalf of the adult day health care provider
state that all qualified applicants will receive consideration for

enpl oyment without regard to race, color, creed, sex, national origin
or nmental or physical handicaps.

(c) The adult day health care provider shall send a notice provided by
the Departnent to each |abor union or representative of workers, with
which it has a collective bargai ni ng agreenent or other contract or
under st andi ng, advising the |abor union or workers' representative of
the provider's equal opportunity conmitnments. Copies of the notice
shal | be posted in conspicuous places avail able to enpl oyees and
applicants for enpl oynment.

54439. Confidentiality of Data.

(a) Nanes of persons receiving public social services are confidentia
as provided in Section 10850, California Wl fare and Institutions Code,
and are to be protected from unauthorized disclosure. Rel ease of any

i nformati on pertaining to adult day health care participants shall be
made in accordance with the provisions of Section 51009, Title 22,
California Administrative Code.

(b) Al information, records, data and data el enments collected and
mai nt ai ned for the operation of an adult day health center and
pertaining to participants shall be protected by the adult day health
care provider from unauthorized disclosure.

54443. I nformational WNaterial

(a) Informational naterial provided to potential participants nust have
prior approval of the Departnent and must include the foll ow ng:
(1) The nane, address and phone nunber of the center

(2) The service area boundari es.

(3) Eligibility criteria.



(4) A description of services provided at the center

(5) The days and hours of operation

(6) The cost per day.

(b) Information released to the nedia and the general public which
contains eligibility or programinformati on nmust have prior approval of
t he Depart nment .

54445, Conflict of Interest.

(a) No state officer or state enployee shall have a direct financial
interest in a center or a direct financial interest in any contract
with the adult day health care provider.

(b) No state officer or state enpl oyee shall provide |egal or
managenment services to the adult day health care provider, outside of
specific duties as a state officer or state enployee. No state officer
or state enployee shall share in the incone or any remuneration derived
from providing | egal or nanagenent services to an adult day health care
provi der.

(c) No state officer or state enployee shall receive anything of val ue
for the purpose of influencing or attenpting to influence the
negoti ati ons for approval or renewal of the provider agreement with the
Depart ment .

54447. Provi der Sanctions.

(a) The Departnent shall, after warning, inmpose one or nore of the
foll owi ng sanctions on adult day health care providers for violating
time requirenments as specified in Sections 54217 (d), 54403 (a), 54411
54413 and 54507.

(1) Suspension of adm ssion privil eges.

(2) Forfeiture of all or part of the Medi-Cal reinbursenent for
each day the required docunents are | ate.

54501. Adult Day Health Care Services.



(a) Departnent reinbursenment for adult day health care services shal
be the usual charges nmade to the general public by the center not to
exceed the maxi mum rei nbursenent rates listed in this section

(b) The maxi mum all-inclusive rate per day of attendance for each
approved Medi - Cal participant shall be $68.57.

(c) Paynents shall be made only for days of attendance in the tine
peri od approved by the Medi-Cal consultant.

(d) The conprehensive daily rate shall be reduced by the Departnent for
any conmponent of the required basic services which is funded in part or
in whole fromany other source, as indicated in fiscal reports
submitted in accordance with Section 54413 or as determ ned by a
Departnment fiscal audit. Failure to report other income sources may, at
the discretion of the Departnent, result in suspension of
certification.

(e) The conprehensive daily rate shall be paynment in full for all adult
day health care services provided to the Medi-Cal participant. Physica
t herapy, occupational therapy and speech therapy provided or arranged
by the center beyond the requirenents stated in Section 54423 (a) may
be rei mbursed according to Sections 51507, 51507.1 and 51507.2 if a
separate prior authorization request is approved for physical therapy
in accordance with Section 51309 (b) or for rehabilitation center

out patient services in accordance with Section 51314. A witten
statenment, signed by the adult day health care provider, certifying
that they are neeting the requirenments of Section 54423 (a) for the
time period of the treatnent authorization request and that the

t herapeutic needs of this participant are in excess of Section 54423
requi renents, shall be attached to the claimand prior authorization
request.

(f) A provider of adult day health care shall not submit clainms to or
demands or otherw se collect reinbursenent froma Medi-Cal participant,
or fromother persons on behalf of the participant, for any service
included in the daily rate for adult day health care services unless

t he exceptions of Section 51002, Division 3, Chapter 3, Title 22,
California Adm nistrative Code, apply.

(g) The daily rate includes costs for purchase of neals and
transportation. Utilization of existing comunity resources for neals
and transportation is mandated unless the adult day health care
provider can justify to the satisfaction of the Departnent the need to
provide nmeals or transportation directly.

(h) The maxi mum nunber of paynments for days of attendance for any 24-
hour period shall not exceed the |licensed capacity.

(i) A provider of adult day health care shall make reasonable efforts
to recover the value of services rendered to participants whenever said
partici pants are covered for the sane services, either fully or
partially, under any other state or federal program or under other
contractual or legal entitlenment, including but not linited to, a
private group or indemnification program Such recoveries are returned
to the Department. A provider shall notify the Departnent if efforts to
recover paynent are unsuccessful



(j) A provider of adult day health care shall not attenpt to recover

t he val ue of services rendered when such recovery shall result froman
action involving third-party tort liability. The provider shall notify
the Departnent of any situation in which it appears that a partici pant
will benefit froma third-party liability.

54503. Fee Schedul e.

Each approved adult day health care provider shall establish a fee
schedul e for services to the general public.

54504. Transition Visits.

(a) An adult day health care provider may be reinbursed for a maxi mum
of five transition visits per institutionalized participant, each visit
consisting of two to four hours at the adult day health center
Transition visits to an adult day health care center nay be made by an
i npatient of:

(1) An acute hospital utilizing adm nistrative days,

(2) An Internediate Care Facility, or

(3) A Skilled Nursing Facility.

(b) Reinbursenent for the transition visits shall not exceed 85% of the
center's current approved daily rate.

(c) The attendi ng physician shall authorize the transition visits.
Physi ci an approval shall be documented in the patient's chart.

54505. Initial Assessment Rate.

(a) An approved adult day health care provider shall be reinbursed for
one initial assessnment by the provider's nultidisciplinary teamfor
each new participant. Assessnent nade after a discharge and for reentry
is not reinbursable for a reentry less than 12 nonths after the

di scharge of the sane participant.

(b) Reinbursenent for the initial assessnment shall be based on the
center's current approved daily rate plus five percent.

(c¢) Reinbursenent for the initial assessment shall be limted to a
maxi mum of three days.

54507. Billing Requirenents.



(a) Al charges submitted for paynent shall be on billing forms
approved by the Departnent. The billing shall include a nonthly

i nvoi ce, the nunber of days of attendance for each participant and
nonthly service reports.

(b) Billing shall be submitted by the adult day health care provider
directly to the Departnent for the nonth of service. Billings are due
by the 15th of the nonth follow ng the nonth of service.

(c) Billing for initial assessments days shall be submitted on the
i nvoi ce and shall neet the requirenents of (a) and (b).

55000. General

(a) The United States Congress has declared that it is the policy of
the United States, in fulfillnment of the special responsibilities and
| egal obligations to the Anerican Indian people, to neet the nationa
goal of providing the highest possible health status to Indians. In
furtherance of these national goals and national policy, special
prograns have been devel oped by the Federal Government to address the
heal th probl ens of Indians living on and near the Indian reservations,
in rural areas, and in urban centers.

(b) These regulations are intended to recognize the inherent
sovereignty of Indian tribes and nations, the requirenents of the
Indian Health Care | nprovenent Act and the Indian Sel f-Determnation
and Education Assistance Act, and to recogni ze the special status of

I ndi ans, Indian tribes, and Indian Health Service prograns under
federal law. This special status requires that separate considerations
be applied to the inclusion or exclusion of Indians and |Indian Health
Service Facilities from Medi -Cal nanaged care pl ans.

(c) The prograns operated by Indian tribes and Indian organi zati ons
within California, referred to in these regulations as Indian Health
Service Facilities, are required by federal |law to provide services to
all eligible Indians who present thenselves for care. Indian Health
Service Facilities are also required by federal law to act as the payor
of last resort for eligible Indians and are required to obtain

rei mbursement for the services provided to eligible Indians from al
sources including the Medi-Cal program These facilities nmay serve non-
I ndi ans, but only to the extent that such services do not result in the
denial or dimnution of health services to eligible Indians.

(d) The departnent intends to provide a single, clear, and accessible
set of guidelines which define how Indian Health Service Facilities
will relate to the Medi-Cal managed care plans in their respective

| ocations; to ensure that individual |ndians continue to receive the
required care to which they are entitled; and to ensure that I|ndian
Health Service Facilities may continue to provide conprehensive
services to eligible Indians.



(e) The departnment intends to ensure that the Indian Health Service
Facilities are reinbursed, if they are qualified for and elect to
recei ve reasonabl e cost reinbursenment, as provided in federal |aw at
their reasonabl e cost reinbursenent rate, or a percentage of reasonable
cost as provided in 42 U S.C. 1396a(a)(13)(C), whether they elect to
act as subcontractors of the Medi-Cal nanaged care plans or out-of-plan
provi ders.

(f) The departnment also intends to ensure that Indian Health Service
Facilities which choose to be and are designated as Indian Health
Service (IHS) providers by the federal government will receive the IHS
paynent rate.

55000. Ceneral

(a) The United States Congress has declared that it is the policy of
the United States, in fulfillnent of the special responsibilities and
| egal obligations to the American |Indian people, to neet the nationa
goal of providing the highest possible health status to Indians. In
furtherance of these national goals and national policy, special
progranms have been devel oped by the Federal Government to address the
heal th probl ens of Indians living on and near the Indian reservations,
in rural areas, and in urban centers.

(b) These regulations are intended to recogni ze the inherent
sovereignty of Indian tribes and nations, the requirenents of the
Indian Health Care | nprovenent Act and the Indian Sel f-Determ nation
and Educati on Assistance Act, and to recogni ze the special status of

I ndi ans, Indian tribes, and Indian Health Service prograns under
federal law. This special status requires that separate considerations
be applied to the inclusion or exclusion of Indians and Indian Health
Service Facilities from Medi - Cal nanaged care pl ans.

(c) The prograns operated by Indian tribes and Indian organi zati ons
within California, referred to in these regulations as Indian Health
Service Facilities, are required by federal |law to provide services to
all eligible Indians who present thenselves for care. Indian Health
Service Facilities are also required by federal law to act as the payor
of last resort for eligible Indians and are required to obtain

rei nbursement for the services provided to eligible Indians from al
sources including the Medi-Cal program These facilities may serve non-
I ndians, but only to the extent that such services do not result in the
denial or dimnution of health services to eligible Indians.

(d) The departnent intends to provide a single, clear, and accessible
set of guidelines which define how Indian Health Service Facilities
will relate to the Medi-Cal managed care plans in their respective

| ocations; to ensure that individual |ndians continue to receive the
required care to which they are entitled; and to ensure that |ndian
Health Service Facilities nay continue to provide conprehensive
services to eligible Indians.

(e) The departnment intends to ensure that the Indian Health Service
Facilities are reinbursed, if they are qualified for and elect to
recei ve reasonabl e cost reinbursenment, as provided in federal |aw, at



their reasonabl e cost rei nbursenent rate, or a percentage of reasonable
cost as provided in 42 U S.C. 1396a(a)(13)(C, whether they elect to
act as subcontractors of the Medi-Cal nanaged care plans or out-of-plan
provi ders.

(f) The departnent also intends to ensure that Indian Health Service
Facilities which choose to be and are designated as Indian Health
Service (IHS) providers by the federal government will receive the IHS
paynent rate.

55000. General

(a) The United States Congress has declared that it is the policy of
the United States, in fulfillnent of the special responsibilities and
| egal obligations to the Anerican Indian people, to neet the nationa
goal of providing the highest possible health status to Indians. In
furtherance of these national goals and national policy, special
prograns have been devel oped by the Federal Government to address the
heal th probl ens of Indians living on and near the Indian reservations,
in rural areas, and in urban centers.

(b) These regulations are intended to recognize the inherent
sovereignty of Indian tribes and nations, the requirenents of the
Indian Health Care | nprovenent Act and the Indian Sel f-Determnation
and Education Assistance Act, and to recogni ze the special status of

I ndi ans, Indian tribes, and Indian Health Service prograns under
federal law. This special status requires that separate considerations
be applied to the inclusion or exclusion of Indians and |Indian Health
Service Facilities from Medi -Cal nanaged care pl ans.

(c) The prograns operated by Indian tribes and Indian organi zati ons
within California, referred to in these regulations as Indian Health
Service Facilities, are required by federal |aw to provide services to
all eligible Indians who present thenselves for care. Indian Health
Service Facilities are also required by federal law to act as the payor
of last resort for eligible Indians and are required to obtain

rei mbursenment for the services provided to eligible Indians from al
sources including the Medi-Cal program These facilities nmay serve non-
I ndians, but only to the extent that such services do not result in the
denial or dimnution of health services to eligible |Indians.

(d) The departnment intends to provide a single, clear, and accessible
set of guidelines which define how Indian Health Service Facilities
will relate to the Medi-Cal managed care plans in their respective

| ocations; to ensure that individual |ndians continue to receive the
required care to which they are entitled; and to ensure that I|ndian
Health Service Facilities may continue to provide conprehensive
services to eligible Indians.

(e) The departnent intends to ensure that the Indian Health Service
Facilities are reinbursed, if they are qualified for and elect to
recei ve reasonabl e cost reinbursenment, as provided in federal |aw, at
their reasonabl e cost reinbursenment rate, or a percentage of reasonable
cost as provided in 42 U S.C. 1396a(a)(13)(C), whether they elect to



act as subcontractors of the Medi-Cal nanaged care plans or out-of-plan
provi ders.

(f) The departnment also intends to ensure that Indian Health Service
Facilities which choose to be and are designated as Indian Health
Service (IHS) providers by the federal government will receive the IHS
paynent rate.

55100. Definitions.

The follow ng definitions shall control the construction of this
chapter unless the context requires otherw se.

(a) County organi zed health system neans a Medi - Cal nanaged care plan
contracting with the departnent to serve enrolled beneficiaries under
the authority of Welfare and Institutions Code, Section 14499.5, or
Wel fare and Institutions Code, Division 9, Part 3, Chapter 7, Article
2.8, conmencing with Section 14087.5.

(b) Disenroll nment neans the process under which a nenber's entitlenent
to receive services froma Mdi-Cal nmanaged care plan is termn nated.

(c) Federally qualified health center neans an entity which
(1) Is receiving a grant under Section 330 of the Public Health
Servi ce Act;

(2) Is receiving funding fromsuch a grant under a contract with
the reci pient of such a grant, and neets the requirenents to receive a
grant under Section 330 of such Act;

(3) Based on the recomrendati on of the Health Resources and
Services Administration within the Public Health Service, is determ ned
by the Secretary of Health and Hunman Services to neet the requirenents
for receiving such a grant; or

(4) Was treated by the Secretary, for purposes of Part B of Title
XV, as a conprehensive federally funded health center as January 1,
1990; and

(5) May be an outpatient health programor facility operated by a
tribe or tribal organization under the Indian Self-Determnination Act
(Public Law 93-638) or by an urban Indian organi zation receiving funds
under Title V of the Indian Health Care | nprovenent Act for the
provision of primary health services.

(d) Fee-for-service managed care plan neans a Medi-Cal managed care
pl an that does not assune financial risk for the provision of services
to its menbers.



(e) Fee-for-service managed care program neans a single fee-for-service
managed care plan contracting in a county to provide or arrange for
health care services to mandatorily enrolled Medi-Cal beneficiaries.

(f) Fee-for-service provider neans a provider of services as defined in
Section 51051 which has been issued a Medi-Cal provider nunmber by the
department.

(g) Ceographic managed care program neans a health care delivery system
consi sting of Medi-Cal nmnaged care plans contracting with the
departnment under the authority of Welfare and Institutions Code
Sections 14089 or 14089.05 to provide services to mandatorily enroll ed
Medi - Cal beneficiari es.

(h) Health care options program nmeans the program established by the
departnment to inform Medi-Cal beneficiaries of their options for
recei ving Medi-Cal benefits in areas served by Medi-Cal managed care
pl ans other than county organi zed heal th systens.

(i) Indian neans any person who is eligible under federal |aw and

regul ations (25 U. S.C. Sections 1603c, 1679b, and 1680c and 42 CFR
Section 36.12) to receive health services provided directly by the
United States Departnent of Health and Human Services, Indian Health
Service, or by a tribal or an urban Indian health program funded by the
Indian Health Service to provide health services to eligible

i ndividuals either directly or by contract.

(j) I'ndian Health Service Facility means a tribal or urban Indian
organi zati on operating health care prograns or facilities with funds
fromthe Departnment of Health and Human Services, Indian Health
Service, appropriated pursuant to the Indian Health Care | nprovenent
Act (25 U.S.C. Section 1601 et. seq.) or the Snyder Act (25 U. S.C
Section 13 et. seq.).

(k) Lock-in neans the restriction of a nenber's right to disenroll from
a Medi -Cal managed care plan w thout good cause.

(1) Medi-Cal managed care plan neans an entity contracting with the
department to provide health care services to enrolled Medi-Ca
benefici ari es under Chapter 7, comencing with Section 14000, or
Chapter 8, commencing with Section 14200, of Division 9, Part 3, of the
Wel fare and Institutions Code.

(m Medi-Cal managed care program neans a program established by the
department in which participation requirenents for beneficiaries and
Medi - Cal managed care plans have been standardi zed. As used in this
article, Medi-Cal nmanaged care prograns include the two-plan nodel,
Ceogr aphi ¢ Managed Care, prepaid health plan, primary care case
managenent, county organi zed health systenms, and fee-for-service
managed care prograns.

(n) Menber neans any Medi-Cal beneficiary who has enrolled in a Medi-
Cal nanaged care plan

(0) Prepaid health plan program nmeans the Medi-Cal managed care program
in which beneficiaries may voluntarily enroll in Medi-Cal nmanaged care



pl ans contracting with the departnment under Wl fare and Institutions
Code Section 14200 et seq.

(p) Primary care case managenent program neans the Medi-Cal nmanaged
care programin which beneficiaries may voluntarily enroll in Medi-Cal
nmanaged care plans contracting with the departnment under Wl fare and
Institutions Code Section 14088 et seq.

(g) Two-pl an nodel means the health care delivery system described in
Secti on 53800, consisting of two Medi-Cal nanaged care plans in a
county providing services to mandatorily enrolled Medi-Ca
benefi ci ari es.

55110. Enrollnment of Indians in Medi-Cal Managed Care Pl ans.

(a) Indians shall not be required to enroll in any Medi-Cal managed
care plans, with the exception of county organized health systens.

(b) I'ndians who are enrolled in a Medi-Cal managed care plan, including
county organi zed health systens, shall not be restricted in their
access to Indian Health Service Facilities by the Medi-Cal nanaged care
pl an.

(c) Notwithstanding any other regulations in this title, Indians who
are enrolled in a Medi-Cal managed care plan other than a county
organi zed health systemshall be pernmitted to disenroll fromthe Medi-
Cal nanaged care plan wi thout cause as of the begi nning of the first
cal endar nonth following a full calendar nonth after the request for
di senroll nent is nade. Indians shall not be subject to any lock-in
provi sions which may apply to other nenmbers of Medi-Cal managed care
pl ans.

55120. Indian Health Service Facility Participation in Medi-Cal Mnaged
Care Prograns.

(a) Indian Health Service Facilities may participate in the Medi-Ca
managed care program as a subcontractor with a Medi-Cal managed care
plan, if agreenment is reached between the parties to the subcontract
and the subcontract is approved by the departnment. Approval by the
departnent shall be based on the subcontract's conpliance with
standards applicable to all subcontracts held by Medi-Cal nanaged care
pl ans, including standards relative to appropriate rei mbursenent rates.

(b) I'n the two-plan nodel, the departnment shall require the | oca
initiative to offer a subcontract to each Indian Health Service
Facility located in the designated region served by the |oca

initiative under the two-plan nodel. If there is no local initiative in
a county and the departnment exercises its option under Section

53800(b) (3), the departnment shall establish participation standards for
Indian Health Service Facilities that provide that at |east one of the
two Medi -Cal managed care plans participating in the program shal



of fer a subcontract to each Indian Health Facility located in the
desi gnated regi on served by the plans under the two-plan nodel. The
terns of these subcontracts shall be consistent with the requirenents
of this chapter and, in other respects, shall be consistent with the
terms and conditions offered to other subcontractors providing a
simlar scope of services.

(c) In counties with mandatory enrol |l ment in Medi-Cal nanaged care
progranms other than the two-plan nodel and county organi zed heal th
systens, the departnent shall establish participation standards for
Indian Health Service Facilities. These standards shall provide that at
| east one Medi-Cal nmanaged care plan participating in the programin
the county shall offer a subcontract to each Indian Health Facility

| ocated in the geographic region served by the program The terns of

t hese subcontracts shall be consistent with the requirements of this
chapter and, in other respects, shall be consistent with the terns and
conditions offered to other subcontractors providing a simlar scope of
servi ces.

(d) I'n the two-plan nodel programor in a Geographic Managed Care
program if the Indian Health Service Facility does not participate as
a subcontractor, the departnment shall accept applications to the extent
permtted by federal law froman Indian Health Service Facility
interested in contracting as a fee-for-service nmanaged care plan under
Section 55130. The fee-for-service nanaged care plan may only enrol

I ndi ans and the nunber of non-Indians receiving services fromthe
Indian Health Service Facility at the tinme of application to the
department. If departmental resources limt the inplenmentation and

nmoni toring of additional fee-for-service managed care plans, the
department may di scontinue the acceptance of applications and

i mpl enention of any additional fee-for-service nmanaged care prograns by
providing six nonths witten notice of its intent to discontinue
acceptance and inplenentation to the California Area Ofice, Indian
Heal th Service, Public Health Service, Department of Health and Human
Servi ces.

55130. Indian Health Service Facilities as Fee-for-Service Managed Care
Pl ans.

(a) If, under the option provided in Section 55120(d), the Indian
Health Service Facility elects to beconme a fee-for-service managed care
plan, the Indian Health Service Facility shall act as prinmary care case
manager for Medi-Cal beneficiaries who are |Indians or non-Indians
currently receiving services fromthe Indian Health Service Facility,
once they voluntarily enroll with the Indian Health Service Facility
fee-for-service managed care plan. The plan shall be responsible to
provide or arrange for health care services for its nmenbers as agreed
to in the contract between the departnent and the Indian Health Service
Facility. The departnent shall inform Medi-Cal beneficiaries who are

I ndi ans or non-Indians currently receiving services fromthe Indian
Health Service Facility of their option to enroll in the Indian Health
Service Facility fee-for-service nmanaged care plan through the health
care options program



(b) To participate as a fee-for-service nmanaged care plan, the Indian
Health Service Facility nust denbnstrate sufficient resources and
capability to inplement the fee-for-service nmanaged care contract,
i ncluding, but not linmted to:

(1) Medical and administrative staff.

(2) Information systens.

(3) Organizational structure

(4) Financial solvency.

(5) Quality inprovenent system

(6) Menber grievance system

55140. Indian Health Service Facility Rei mbursenent When Subcontracting
with a Medi-Cal Managed Care Pl an

(a) A Medi-Cal nmnaged care plan subcontracting with an Indian Health
Service Facility shall reinburse the Indian Health Service Facility for
services according to one of the follow ng rei nbursenment options:

(1) If the Indian Health Service Facility is a rural health
clinic or qualifies as a federally qualified health center, the Medi-
Cal managed care plan shall reinburse the facility at the facility's
interimper visit rate as established by the departnment, or through an
al ternate rei nbursenment met hodol ogy approved in witing by the
depart ment .

(2) If the Indian Health Service Facility is a rural health
clinic or a federally qualified health center and the facility and the
Medi - Cal managed care plan have agreed to an at-risk rate and the
Indian Health Service Facility has waived its right to cost-based
rei mbursement under the subcontract, the Medi-Cal managed care plan
shall reinburse the facility at the negotiated rate.

(3) If, prior to the effective date of these regulations, a Medi-
Cal a managed care plan has negotiated a subcontract, which has been
approved by the departnent, with an Indian Health Service Facility that
is a federally qualified health center or a rural health clinic, and
this subcontract contains terns for reinbursenent other than cost-based
rei mbursement as described in subsection (c), the Medi-Cal managed care
plan may continue to reinburse the facility at the agreed rate under
t he subcontract.



(4) If the Indian Health Service Facility is entitled to be
rei mbursed as an Indian Health Service provider by the federa
government at a reinbursenent rate other than the rate described in
subsection (a)(1), the Medi-Cal nanaged care plan shall reinburse the
facility at the Indian Health Service paynent rate.

(b) Referrals nmade by the Indian Health Service Facility to other
providers shall be in accordance with the terns of the subcontract.

(c) If the Indian Health Service Facility has elected to subcontract
with a Medi-Cal nanaged care plan and qualifies to be reinbursed as a
rural health clinic or federally qualified health center on the basis
of reasonable cost, as provided in federal |aw, the departnment shal
rei mburse or recover fromthe Indian Health Service Facility at |east
annual | y an amount equalling the difference between paynents received
fromthe Medi-Cal managed care plan through the subcontract and
reasonabl e cost rei nmbursenment, or a percentage of reasonable cost as
provided in 42 U S.C. 1396a(a)(13)(C), as a part of the departnent's
annual reconciliation process with the facility for all Medi-Ca
services. As a condition of obtaining the reconciliation, the Indian
Health Service Facility shall maintain a record of the nunber of visits
by plan nmenbers separate fromvisits by fee-for-service Medi-Cal
benefi ci ari es.

55150. Indian Health Service Facility Qut-of-Plan Rei mbursenent.

When the Indian Health Service Facility provides services covered by a
Medi - Cal managed care plan to nmenbers of that plan and the Indian
Health Service Facility does not have a subcontract with the Medi-Ca
managed care plan or has a subcontract but is providing services to
nmenbers not covered by the subcontract, the follow ng rei nbursenent
requi renents shall apply:

(a) For Medi-Cal beneficiaries who are Indians, the Medi-Cal managed
care plan shall reinmburse the Indian Health Service Facility for
services provided to the beneficiary at the applicable rei nbursenent
rate that woul d have been received by the Indian Health Service
Facility if the service has been rendered to a Medi-Cal beneficiary
t hrough the Medi-Cal fee-for-service program

(b) For Medi-Cal beneficiaries who are not Indians, the Medi-Cal
managed care plan shall reinburse the Indian Health Service Facility
only if the Medi-Cal nmanaged care plan has authorized the service or if
t he Medi - Cal managed care plan is obligated by its contract with the
department to pay out-of-plan providers for the service w thout prior
aut hori zation (e.g., energency services or famly planning services).
If reinbursenent is required, reinbursenent shall be at the applicable
rei nbursement rate that woul d have been received by the Indian Health
Service Facility if the service had been rendered to a Medi-Ca
beneficiary through the Medi-Cal fee-for-service program

(c) The Indian Health Service Facility nay be required, as a condition
of payment, by the Medi-Cal nanaged care plan to submt supporting



docunentation or specific claiminformation in a format acceptable to
t he Medi - Cal managed care plan, pursuant to the Medi-Cal managed care
pl an's out-of-plan clains procedures which are required by the Medi-Ca
managed care plan of any other provider of out-of-plan services. In
addition, a Medi-Cal managed care plan nay request fromthe |ndian
Heal th Service Facility, as a condition of paynent, verification of a
person's eligibility as an Indian, as defined in section 55100.

(d) Referrals made by the Indian Health Service Facility to other
providers shall be coordinated with the Medi-Cal nanaged care plan
Provi ders which accept the referrals shall be responsible for obtaining
aut hori zati on and paynent fromthe Medi-Cal nmanaged care plan

55160. Indian Health Service Facility Fee-for-Service Managed Care Pl an
Rei nbur senent .

If the Indian Health Service Facility provides services as a fee-for-
servi ce managed care plan, the departnent shall reinburse the facility
at the applicable reinbursenent rate that woul d have been received by
the Indian Health Service Facility if the service had been rendered to
a Medi-Cal beneficiary through the Medi-Cal fee-for-service programfor
each qualifying visit by a nmenber of the fee-for-service managed care
plan. In addition, the departnent shall pay a nmonthly case managenent
fee established by the departnent for each nenber. If the Indian Health
Service Facility qualifies for reasonabl e cost reinbursenent, as
provided in federal |aw, the department shall reinburse or recover from
the Indian Health Service Facility at |east annually an anount

equal ling the difference between the paynents received fromthe
departnment, excludi ng case managenent fees, and reasonabl e cost

rei mbursement, or a percentage of reasonable cost, as provided in 42

U S.C 1396a(a)(13)(C.

55170. Indian Health Service Facilities and Non-I|ndi an Beneficiaries.

The Indian Health Service Facility will determ ne the nunmber of non-
I ndi an Medi - Cal beneficiaries which the facility will accept as
patients with the following limtations:

(a) The facility must ensure that it nmaintains its historical and
cultural character as an Indian Health Service Facility;

(b) The facility must ensure that it provides care to Indian patients
at a satisfactory level, as required by federal |aw

(c) If the Indian Health Service Facility subcontracts with a Medi-Ca
managed care plan, the nunber of non-Indian nenbers may be negoti ated
bet ween the parties.

(d) I'n the two-plan nodel or a Geographic Managed Care program if the
Indian Health Service Facility elects to participate as a fee-for-
servi ce managed care plan, the Indian Health Service Facility shal
enroll only Indians and the nunber of non-Indians receiving services
fromthe Indian Health Service Facility at the tinme of its application
to the departnment.



55180. Indian Health Service Facilities and the Health Care Options
Pr ogram

(a) In geographic areas served by a Geographi c Managed Care program

t he two-plan nodel, or where the health care options programis
operating, Indian Health Service Facilities shall be listed as an
option in the presentation and inforning naterials used to advise
beneficiaries of their options for receiving Medi-Cal benefits. Indians
and non-Indians currently receiving services froman Indian Health
Service Facility in such an area nmay, as an alternative to enroll nment
in a Medi-Cal managed care plan, and upon request, choose to receive
heal th care services through the Indian Health Service Facility. Such a
request shall be made to the health care options program

(b) I'n areas covered by subsection (a), if the Indian Health Service
Facility provides the departnent with current informtion on |Indian
Medi - Cal beneficiaries and non-Indian Medi - Cal beneficiaries who are
currently receiving services fromthe facility in the formagreed to
bet ween the departnent and the Indian Health Service Facility, the
foll owi ng shall apply:

(1) If an Indian Medi-Cal beneficiary, who is identified by the
Indian Health Service Facility as currently receiving services fromthe
facility, does not nake a choice of options, that beneficiary shall not
be assigned to a Medi-Cal nanaged care plan, but shall remain in the
fee-for-service Medi-Cal programto allow the beneficiary to continue
to receive care fromthe Indian Health Service Facility. This
requi renent shall apply whether or not the Indian Health Service
Facility has subcontracted with a Medi-Cal nmanaged care plan, but shal
not apply if the Indian Health Service Facility is a fee-for-service
managed care plan

(2) Non-1Indian Medi-Cal beneficiaries my be identified by the
Indian Health Service Facility as currently receiving services fromthe
facility. Such beneficiaries who do not nake a choice of options shal
not be assigned to a Medi-Cal managed care plan, but shall remain in
the fee-for-service Medi-Cal programto allow those beneficiaries to
continue to receive care fromthe Indian Health Service Facility. This
requi renent shall apply whether or not the Indian Health Service
Facility has subcontracted with a Medi-Cal managed care plan, but shal
not apply if the Indian Health Service Facility is a fee-for-service
managed care plan

(3) If the Indian Health Service Facility is a fee-for-service
managed care plan, beneficiaries identified in subdivisions (1) and (2)
who fail to make a choice shall be assigned to the Indian Health
Service Facility's fee-for-service managed care plan

56000. General



(a) Health care services to eligible Medi-Cal beneficiaries may be
provi ded t hrough PCCM pl ans. PCCM pl ans shal I :

(1) Contract with the Departnent to provide or arrange for the
provi sion of the full scope of Mdi-Cal services, unless certain
services are specifically excluded under the terns of the contract, to
Medi - Cal beneficiaries voluntarily electing to obtain health care
services fromthe PCCM pl an.

(2) Share in the risk of providing health care services.

(3) Provide readily avail able health care services and utilize
preventive health care prograns to inprove the health status of their
nenbers.

(4) Case manage nenbers' utilization of health care services.

(b) The definitions in Article 2 shall apply to Chapter 6 of this
di vi si on unl ess the context requires otherw se.

56100. Acceptabl e Medical Care.

56101. Actuarial Equival ence.

Actuari al equival ence neans the per capita costs for Medi-Cal fee-for-

service beneficiaries adjusted by age, sex, aid category, geographic

| ocation, scope of services, and other appropriate factors in order to

be conparable with the costs for Medi-Cal beneficiaries who are nmenbers
of each PCCM pl an

56101. 1. Actuarial Method.

Actuarial nmethod neans any reasonabl e and adequat e net hod of
determ ni ng prospective per capita rates of paynent for PCCM pl an
menbers that is based on actual expenditures for fee-for-service Medi-
Cal beneficiaries and recent conparable data from each PCCM pl an and
ot her prepaid popul ations. This data may i ncl ude:

(a) Experience data to determ ne the expected costs of services and
other requirenents for which the rates will serve as paynent.

(b) Experience data to determ ne the expected utilization of each
service and other requirenents for which the rates will serve as
paynment by the aid category, age and sex of the Medi-Cal nenbers.



(c) Projected inflation in the costs of the services and other
requirenents during the period to be covered by the rates.

(d) Costs of any new services or requirenments that will be required
during the year for which the rates are deterni ned but were not
required during the previous year

56102. Affiliate.

Affiliate means an organi zation or person that, directly or indirectly
t hrough one or nore internmediaries, controls, is controlled by, or is
under common control with, a PCCM plan and that provides services to or
receives services froma PCCM pl an

56114. Disenrol |l nent.

Di senrol | ment nmeans the process by which a nmenber's entitlenent to
recei ve services froma PCCM plan is term nated

56115. Door -t o- Door Marketi ng.

Door -t o-door marketing neans the use of a marketing presentation at the
resi dence of an individual who has not requested a presentation

56115.5. Effective Date of Enroll ment.

Ef fective date of enrollnment neans the first day of the first nonth in
whi ch a Medi-Cal beneficiary's name appears on the approved |ist of
menbers furnished to the PCCM plan by the Departnent as a result of the
conpl etion of a designation formfor enrollnent in the PCCM pl an

56116. Enrol |l nent.

Enrol | ment means the process by which a Medi-Cal beneficiary becones a
nmenber of a PCCM pl an.

56116.5. Experience Dat a.

Experi ence data neans historical cost and utilization data fromthe
Medi - Cal fee-for-service program prepaid health plans, PCCM pl ans or
ot her prepaid popul ations which is sufficient to enable accurate
statistical analysis and conparison

56117. Facility.



Facility means any | ocation which is:

(a) Owned, |eased, used or operated directly or indirectly by or for
the benefit of a PCCM plan or its affiliates for purposes related to a
PCCM contract, or

(b) Maintained by a provider for the provision of services on behalf of
a PCCM pl an

56118. Marketi ng.

Mar keting nmeans:

(a) Any activity conducted by, or on behalf of, a PCCM plan in which
information regarding the services offered is disseminated in order to
per suade Medi-Cal beneficiaries to enroll, or accept a designation form
for enrollnment, in that PCCM pl an, or

(b) Any presentation made by, or on behalf of, a PCCM plan to any
i ndi vidual or organization for the purpose of enrolling beneficiaries.

56120. Marketing Representative

Mar keting representative means any person engaged in marketing
activities on behalf of a PCCM plan, pursuant to Article 4 of this
Chapt er.

56122. Menber.

Menber neans any Medi-Cal beneficiary who has enrolled in a PCCM pl an
pursuant to section 56420.

56124. Optional Services.

Optional services means any Medi-Cal covered service included in the
PCCM contract as a capitated service which the Departnment does not
require the PCCM plan to provide under capitation

56130. PCCM Contract.

PCCM contract neans the witten agreenent entered into between a
primary care provider as defined in section 14088 (b)(1), Wl fare and
Institutions Code and the Departnent, and approved by the Departnment of
Fi nance to provide health care services to nenbers under the provisions
of sections 14088.16 and 14088. 17, Wl fare and Institutions Code.

56133. Risk Limt.



Risk imt means the per nmenber dollar anmount in excess of which the
Departrment will reinburse the PCCM plan the cost, based on Medi - Cal
fee-for-service rates, of capitated services rendered to any nenber.

56138. Service Site.

Service site neans the |l ocation designated by a PCCM pl an at which
menbers shall receive health care services.

56144. Subcontract.

(a) Subcontract nmeans an agreenment between a PCCM pl an and any of the
fol | owi ng:

(1) A provider of health care services who agrees to furnish
services to PCCM pl an nenbers.

(2) A marketing organization

(3) Any other person or organi zati on who agrees to perform any
admini strative function or service for the operation of the PCCM pl an
specifically related to securing or fulfilling its PCCM contractua
obl i gati ons.

56144.5. Sub- Subcontract.

Sub- subcontract neans any agreenent, descending from and subordi nate to
a subcontract, which is entered into for the purpose of providing any
goods or services connected with a PCCM plan's obligations under a PCCM
contract.

56146. Witten Approval .

56152. Vendor.

Vendor mneans any person who provides services or supplies to a PCCM
pl an or subcontractor of a PCCM plan and who does not have a witten
subcontract with the PCCM or its subcontractors.



56200. Organi zation and Admi nistration

Each PCCM pl an shall have the organizational and administrative ability
to carry out its contractual obligations.To denonstrate this ability,
each PCCM pl an shall nmmintain the follow ng:

(a) Alicense to provide nmedical care

(b) An approved Medi-Cal provider nunber.
(c) A grievance procedure as specified in section 56260.

(d) Menmber and enroll nent reporting systens which fulfill the PCCM
plan's contractual obligations.

(e) A data-reporting systemwhich provides reports required under the
contract to the Departnent on a tinmely basis.

(f) Financial records and books of account fully disclosing the

di sposition of all Medi-Cal programfunds received under the PCCM
contract. These records and books shall be naintained on the accrua
basis and in a uni form accounting systemin accordance with generally
accepted accounting principles.

(g) A nedical director as specified in section 56246.

56210. Scope of Services.

(a) Each PCCM pl an shall provide or arrange for the provision of the
full scope of Medi-Cal services set forth in Chapter 3, Article 4,

begi nning with section 51301, and in Chapter 11, beginning with section
59998, unl ess services are specifically excluded under the terns of the
PCCM contr act .

(b) A PCCM plan may elect to provide services which are not included in
section 14053, Wl fare and Institutions Code at no cost to nembers.

(c) A PCCM plan shall obtain the prior witten approval of the

Department if any services are to be provided at a cost to nenbers.

Depart ment al approval shall be based on conpliance with State and

federal law and regulation and the ternms of the PCCM contract. Each

nmenber shall be notified of the scope of any non- Medi-Cal covered

services offered by the PCCM plan and a full disclosure of any charges:
(1) Prior to the signing of any menbership designation form

(2) Any tine the scope of services is changed, and

(3) Inmediately prior to rendering services at a cost to nenbers.



(d) Each PCCM pl an shall neet the requirenents of sections 51163 and
51305.1 through 51305.7 of this subdivision, in providing needed hunan
reproductive sterilization services.

(e) Each PCCM pl an shall provide Child Health and Disability Prevention
Program Servi ces to nenbers under the age of 21 in accordance with the

provi si ons of sections 6800 through 6874, Title 17, California Code of

Regul at i ons.

56212. Availability of Services.

56214. Pharmaceutical Services and Prescribed Drugs.

56216. Care Under Enmergency C rcunstances.

(a) Each PCCM pl an shall provide information to nmenbers on obtai ning
nmedi cal services on a 24-hour-a-day, seven-days-a-week basis in the
event of an enmergency as defined in section 51056(a).

(b) Witten procedures shall be devel oped and foll owed by the PCCM pl an
regardi ng care under energency circunstances provided by nonplan
providers in and outside the service area. These procedures shal
i nclude but shall not be linmted to the follow ng:

(1) Verification of nmenbership

(2) Transfer of medi cal managenent of the nenber to the PCCM
pl an.

(3) Paynent for PCCM plan authorized services that are included
in the PCCM contract as a covered service.

(4) Notice to nonplan providers of the right to:

(A) Dispute the PCCM plan's rejection or reduction of the claim

(B) Submit the dispute to the Departnent for resolution in
accordance with section 56262.

(c) When the course of treatnent of a PCCM plan nmenber under energency
services requires the use of drugs, the PCCM plan shall authorize the



provider to furnish a sufficient quantity of drugs to last until the
nmenber can reasonably be expected to have a prescription filled.

56220. Menber Billing.

A PCCM pl an, affiliate, vendor, subcontractor or sub-subcontractor
shall not submit a claimto, demand, or otherw se collect reinbursenent
from a menber or persons acting on behalf of a nenber for any services
provi ded under this chapter except to collect third-party paynent in
accordance with section 56222(a).

56222. Recovery from O her Sources.

(a) PCCM plans may recover and retain the cost of capitated services
rendered to a nmenber under the terns of this chapter, to the extent
that the nenber is covered for these services under any other state or
federal nedical care program or under other contractual or |ega
entitlenent, including but not Iimted to, a private group or

i ndi vi dual indemification program

(b) PCCM pl ans shall not attenpt recovery in circunstances involving
casualty insurance, tort liability, or workers' conpensation awards to
PCCM pl an nenmbers. Circunstances which may result in casualty insurance
paynments, tort liability paynents, or workers' conpensation awards
shall be reported, in witing, to the Departnment within ten cal endar
days after discovery by the PCCM pl an

56230. Facilities and Service Sites.

(a) Each PCCM pl an shall have available within the service area
sufficient facilities and service sites to neet its contractua
obl i gati ons.

(b) Each facility shall neet the follow ng requirenents:
(1) Licensing, and accreditation where applicable, by appropriate
agenci es.

(2) Continued conpliance with |icensing standards.

(3) Compliance with all applicable local, state and federa
standards including those for fire and safety.

(c) Each PCCM pl an and subcontracting facility shall be subject to an
onsite inspection by the Department prior to approval for use in
providing services to nmenbers under the terms of the PCCM contract or



t he subcontract. Inspections for continuing facility adequacy shall be
conducted periodically thereafter

56242. Providers.

A provider of services enployed by or under subcontract to a PCCM pl an
shal | neet those standards for participation as a provider of health
care services under the Medi-Cal programset forth in Chapter 3,
Article 3, beginning with section 51200.

56246. Medical Director

Each PCCM pl an shal |l appoint a physician as nedical director. The
nmedi cal director's responsibilities shall include, but not be limted
t o:

(a) Ensuring that nedical decisions are rendered by qualified nedica
per sonnel

(b) Ensuring that authorized physicians and nedical personnel are
trained on Treatnent Authorization Requests, authorization
requi renents, and procedures for noncapitated services.

(c) Ensuring that the PCCM pl an's nedical standards are foll owed.
(d) Devel oping and i npl ementing medi cal policy.

(e) Resolving nedically related grievances. The nedi cal director shal
refer nonmedi cal grievances to the PCCM plan's grievance procedure
pursuant to section 56260.

(f) Actively participating in the functioning of the PCCM pl an
gri evance procedures.

56250. Subcontracts.

(a) A provider or nanagenent subcontract entered into by a PCCM pl an
shal | becone effective upon subm ssion to and approval in witing by

t he Departnment. Departnental approval shall be based on conpliance with
(b) and (c) bel ow.

(b) A PCCM pl an that subcontracts for the provision of any health care
service to PCCM pl an nmenbers shall ensure that the subcontractor neets
all requirements of Chapters 3 and 6 related to services a PCCM plan is
required to perform

(c) Each subcontract subnmitted for Departnent approval pursuant to
subdi vision (a), shall contain at |east the follow ng:
(1) Specification of the services to be provided.



(2) Specification that the subcontract shall be governed by and
construed in accordance with all | aws, regulations and contractua
obl i gations incunmbent upon the PCCM pl an

(3) Specification that the subcontract or subcontract amendnents
shal | becone effective only as set forth in subdivision (a).

(4) Specification of the termof the subcontract, including the
begi nni ng and endi ng dates, as well as nethods of extension
renegotiation and term nation

(5) Subcontractor's agreenment to submit reports as required by
t he PCCM pl an and the Departnent.

(6) The subcontractor's agreenment to make all of its books and
records, pertaining to the goods and services furnished under the terns
of the subcontract, available for inspection, exam nation or copying:

(A) By the Departnment and by the Departnent of Health and Hunan
Servi ces.

(B) At all reasonable times at the subcontractor's place of
busi ness, or at sone other nmutually agreeable location in California.

(O In a formmaintained in accordance with the general standards
applicable to book or record keeping.

(D) For the termrequired by section 56310.

(7) Full disclosure of the nethod and anpunt of conpensation or
ot her consideration to be received by the subcontractor fromthe PCCM
pl an.

(8) Subcontractor's agreenment to maintain and make available to
t he Departnent, upon request, copies of all sub-subcontracts and to
ensure that all sub-subcontracts are in witing and require that the
sub- subcontractor:

(A) Make all applicable books and records avail able at al
reasonabl e tines for inspection, exam nation or copying by the
Department and by the Departnent of Health and Human Servi ces.



(B) Retain all books and records pertaining to its PCCM sub-
subcontract in accordance with section 56310.

(9) Subcontractor's agreenent to notify the Departnment in the
event the agreenent with the PCCM plan is anended or term nated. Notice
to the Department is considered given when properly addressed and
deposited in the United States Postal Service as first-class registered
mai |, postage attached.

(10) Subcontractor's agreenent that assignnent or del egation of
t he subcontract shall be void unless prior witten approval is obtained
fromthe Department.

(11) Subcontractor's agreenent to hold harm ess both the State
and PCCM pl an nenbers in the event the PCCM plan cannot or will not pay
for services perforned by the subcontractor pursuant to the
subcontract.

56251. Assunption of Financial R sk

(a) PCCM pl ans shall be responsible for the total costs, except as
otherwi se provided in this chapter, of services covered at risk
rendered to nenbers under PCCM contracts.

(b) If so agreed by contract, the Departnent shall bear the costs of
provi di ng nedically necessary covered services to a nenber when costs,
based on Medi-Cal schedul es of rei nbursement and exclusive of third-
party recoveries, exceed the risk limt in the aggregate during the 12-
nonth period specified in the contract. The risk limt shall be

determ ned annually, at the sane tinme and using the sane data base as
used in the determ nation of new annual rates pursuant to section
56321, and shall be stated in the contract. The Departnent shall bear
costs only for the period of time between the date on which the
aggregat e ampunt exceeds the risk limt, and the end of the 12-nmonth
peri od specified in the contract. Wthin 90 cal endar days after

subm ttal of the documentation required in subdivision (b)(2), the
Department shall determ ne whether services are nmedically necessary and
t he amounts payabl e under the schedul e of Medi-Cal benefits are
reasonabl e prior to paynent.

(1) Menbers whose cost of care exceeds the risk limt in the 12-
nmont h period shall not be disenrolled by the PCCM pl an solely for that
reason. The PCCM plan shall continue to provide case nmanagenment and any
ot her services specified by its PCCM contract with the Departnent.

(2) PCCM pl ans shall submit to the Departnent documentation of
accumul ated costs which result in reaching the risk limt and of al
costs in excess of the limt.



(c) A PCCM plan shall not enter into any subcontract which would renove
the PCCM plan's obligation to bear a significant portion of the overal
ri sk assumed in providing capitated services under this Chapter

(d) Significant portion of risk shall be the financial responsibility
for all expenditures which exceed 115 percent of the specific tota
expendi t ures made under each subcontract in excess of the anpunt paid
to the subcontractor by the PCCM plan in any contract year

56252. Rei nsur ance.

(a) The provisions of section 56251 notwithstanding, the PCCM plan may
obtain reinsurance for the cost of providing capitated services,
subject to the follow ng conditions:

(1) Reinsurance shall not reduce the PCCMplan's liability bel ow
the mnimumliability per menber for any onel2-nonth period, as set
forth in the PCCM contract.

(2) Reinsurance may cover both of the foll ow ng:

(A) The total cost of capitated services provided to menbers
under energency circunstances by nonpl an providers.

(B) Up to 90 percent of all expenditures related to the contract
exceedi ng 115 percent of the PCCM plan's gross incone from capitation
paynments and third-party recoveries under the terns of the contract
during any PCCM pl an fiscal year

56260. Gri evance Procedures.

Each PCCM pl an shall establish and maintain a procedure for submittal
processi ng and resolution of all nenmber and provider grievances and
conpl ai nts.

56261. Notice to Menbers of PCCM Pl an Action to Deny, Defer or Mdify a
Request for Medical Services.

(a) The PCCM pl an shall provide nenbers with a notice of an action
taken by the PCCM plan to deny a request by a provider for any nedica
service. Notice in response to an initial request froma provider shal
be provided in accordance with this section. Notice in response to a
request for continuation of a medical service shall be provided in



accordance with section 51014.1. Notice of denial shall not be required
in the follow ng situations:

(1) The denial is a denial of a request for prior authorization
for coverage for treatnent that has al ready been provided to the
nenber .

(2) The denial is a non-binding verbal description to a provider
of the services which nay be approved by the PCCM pl an

(3) The denial is a denial of a request for drugs, and a drug
identical in chem cal composition, dosage, and bi oequival ence nmay be
obt ai ned through prior authorization fromthe PCCM plan or fromthe
list, established by the PCCM pl an, of drugs avail able without prior
aut hori zation fromthe plan

(b) The PCCM pl an shall provide nenbers with a notice of deferral of a
request by a provider for a nedical service. Notice of the deferra
shal | be del ayed for 30 days to allow the provider of the nedical
services tine to submt the additional information requested by the
plan and to allowtine for the PCCM pl an to nake a decision. If, after
30 days fromthe PCCM plan's receipt of the request for prior

aut hori zation, the provider has not conplied with the PCCM pl an's
request for additional information, the PCCM plan shall provide the
menber notice of denial pursuant to subdivision (a). If, within that 30
day period, the provider does conmply, the PCCM plan shall take
appropriate action on the request for prior authorization as

suppl enented by the additional information, including providing any
notice to the nmenber.

(c) The PCCM pl an shall provide nenbers notice of nodification of a
request by a provider for prior authorization. Notice in response to an
initial request froma provider shall be provided in accordance with
this subdivision. Notice in response to a request for continuation of a
nmedi cal service shall be provided in accordance with section 51014. 1.
Noti ce of nodification pursuant to this subdivision shall not be
required in the follow ng situations:

(1) The PCCM plan may nodi fy a request for durable equi prment
wi t hout notice, as long as the substituted equi pment is capabl e of
performng all nedically significant functions that woul d have been
perfornmed by the requested equi pnent.

(2) The PCCM plan may nodify the duration of any approved therapy
or the length of stay in an acute hospital inpatient facility w thout
notice as long as the PCCM pl an provides an opportunity for the
provider to request additional therapy or inpatient days before the end
of the approved duration of the therapy or |length of stay.



(d) The written notice of action issued pursuant to subdivision (a),
(b), or (c) shall be deposited with the United States postal service in
time for pick-up no later than the third working day after the action
and shall specify:

(1) The action taken by the PCCM pl an

(2) The reason for the action taken

(3) Acitation of the specific regulations or PCCM pl an
aut hori zation procedures supporting the action

(4) The menber's right to a fair hearing, including:

(A) The nmethod by which a hearing may be obtai ned.

(B) That the nenber nmay be either:

1. Self represented.

2. Represented by an authorized third party such as |ega
counsel, relative, friend or any other person

(C The tine Iimt for requesting fair hearing.

(e) For the purposes of this section, nedical services neans those
services that are subject to prior authorization under the PCCM plan's
aut hori zati on procedures.

(f) The provisions of this section apply only for nedical services that
are covered in the contract between the Departnent and the PCCM pl an

(g) The provisions of this section do not apply to the decisions of
provi ders serving plan nenbers when prior authorization of the service
by the PCCM pl an's authorization procedures is not a condition of
paynment to the provider for the nedical service.

56262. Provider Gievance and Conpl ai nts.

(a) A provider of nedical services may submit a grievance or conpl aint
concerning the authorization or denial of a service or the processing,
paynment or nonpayment of a claimby a PCCM plan as foll ows:



(1) The provider shall initiate a first |evel appeal, by
submitting a grievance or conplaint in witing, within 30 cal endar days
of the action precipitating the grievance or conplaint, to the PCCM
plan identifying the claiminvolved and specifically describing the
di sputed action or inaction regarding the claim

(2) The PCCM pl an shall acknow edge the witten grievance or
conpl aint within 15 cal endar days of its receipt.

(3) The PCCM plan may refer a grievance or conplaint to
pr of essi onal peer review

(A) When the grievance or conplaint is not referred to
prof essi onal peer review, the PCCM plan shall review the nerits of the
grievance or conplaint and send a witten report of its conclusion and
reasons to the provider within 30 cal endar days of the acknow edgenent
of the receipt of the grievance or conpl aint.

(B) When the grievance or conplaint is referred to professional
peer review

1. Al parties concerned shall be notified that a referral has
been nade to professional peer review and that a final determni nation
may require up to 60 cal endar days fromthe acknow edgenment of the
recei pt of the grievance or conpl aint.

2. The professional peer review shall nake its eval uation and
submit its findings and recommendations to the PCCM pl an and the
provider within 30 cal endar days after the receipt of the referral from
t he PCCM pl an

3. The PCCM pl an, after taking into consideration the findings
and recommendati ons of the professional peer review, shall send a
witten report of its conclusions and reasons to the provider within 30
cal endar days of receipt of the reconmendation

4. The PCCM pl an shall retain all docunentation related to the
peer review in accordance with section 56310.

(b) A provider may, after conplying with subdivision (a) above, refer
the grievance or conplaint to the Departnent for a second | evel of
appeal

(1) Wthin 30 cal endar days of receipt of the PCCM plan's witten
report of its conclusion, or



(2) When the PCCM plan has failed to act within the deadlines set
forth in subdivision (a).

(c) In a second | evel appeal for a grievance or conplaint to the
Departnent, the provider shall subnmit the following to the Departnent:

(1) Aletter requesting the Department to reviewthe first |evel
of appeal

(2) A copy of the letter sent to the PCCM pl an requesting the
first level of appeal

(3) A copy of the original docunents subnitted to the PCCM pl an

(4) A copy of the first |evel appeal denial response letter if
t he second | evel of appeal is based on denial

(5) A copy of any other correspondence between the PCCM pl an and
t he provider that docunents tinmely subm ssion and the validity of the
appeal

(d) The Departnment shall acknow edge the second | evel appeal request by
a provider within 15 cal endar days of its receipt, and shall send
witten notice to the PCCM pl an of the appeal

(e) The Departnent shall review the witten docunments submitted in the
provider's appeal, may ask for additional information, and may hold an
informal nmeeting with the involved parties. The Departnent shall send a
witten report of its conclusions and reasons to the provider and the
PCCM pl an within 60 cal endar days of receipt of the appeal fromthe
provi der.

56264. Menber Conpl aints.

56280. Quality of Care.

56284. Confidentiality of Medical Records.

Each PCCM pl an shall maintain confidentiality of medical records in
accordance with the provisions of section 51009 and with section
14100. 2, Welfare and Institutions Code.



56286. Continuity of Care.

(a) Each PCCM pl an shall designate a prinmary care physician to
supervi se and coordi nate each nenber's health care. Any nenber

di ssatisfied with the primary care physician shall be allowed to sel ect
another if nmore than one is available. Any PCCM pl an physi ci an

di ssatisfied with the professional relationship with any PCCM pl an
nmenber may request that another prinmary care physician be substituted
to supervise the nenber's care

(b) Each PCCM pl an shall establish and operate a case nanagenent
system which shall assure continuity of care through appropriate
referral of nmenbers needing specialty health services, docunmentation of
referral services in nenber's nedical records, nonitoring of nenbers
wi t h ongoi ng nedical conditions, docunentation in the menber's nedica
records of energency nedi cal encounters with appropriate foll owup as
nmedi cal |l y indi cated, and coordi nated hospital discharge planning

i ncl udi ng necessary post-di scharge care.

56310. Records.

(a) Each PCCM pl an shall maintain or cause to be nmaintained all records
necessary to verify information and reports required by statute,
regul ati on or contractual obligation for three years fromthe date of
submi ssion of information or reports, except as specified in
subdi vision (b). Such records shall include but shall not be Iimted
to:

(1) Working papers used in the preparation of reports to the
Depart ment .

(2) Reports to the Departnent.

(3) Financial docunents.

(4) Medical records.

(5) Prescription files, if pharnacy services are provided under
t he contract.

(b) A PCCM plan shall retain or cause to be retained all records
necessary to conplete or accommpdate an audit by state or federa
agencies, if the audit is either in progress or the PCCM pl an has been
provided witten notice of intent to audit prior to the expiration of
the record retention requirenments in subdivision (a). The records shal



be retained until the audit is conplete and the records are rel eased by
t he Depart ment.

(c) A PCCM plan shall retain or cause to be retained all records
pertaining to pending litigation or litigation in progress until the
litigation is final

56312. Reporti ng.

Each PCCM pl an shall submt reports to the Departnent as specified
bel ow.
(a) Annual reports shall include:

(1) Any financial audit required by section 56340. This audit
report shall be subnmitted no |ater than 90 cal endar days after the
cl ose of the PCCM pl an's contract year

(2) Any disclosure statenent required by the PCCM contract.

(b) Quarterly reports shall include:
(1) Utilization and statistical data in conpliance with section
56314.

(2) Financial reports in conpliance with section 56314.

(c) Child Health and Disability Prevention Program services rendered
and health problens found shall be reported in accordance with sections
6800 through 6874, Title 17, California Code of Regul ations.

(d) When changes occur, an update of any provider listing required
under section 56242(b) shall be submitted within 30 cal endar days of

t he change.

(e) Each PCCM pl an shall subnmit to the Departnment a copy of any
financial report submtted to any other governnent agency or public or
private organization.

56314. Statistical Data.

(a) On a quarterly basis, each PCCM pl an shall supply statistical data
and information to the Departnent.

(b) The statistical data shall include but are not linmted to:
(1) Utilization of services covered at risk.

(2) Costs of health care services covered at risk.



(3) Ceneral and adnministrative expenses.

(4) Unaudited financial statenents.

56320. Capitation Paynent.

(a) Paynent to each PCCM plan shall be on a nonthly capitation paynment
basis. Each PCCM plan shall be at risk for capitated services provi ded
under the PCCM contract. The capitation payment shall

(1) Constitute paynent in full by the Departnent for health care
and adm ni strative services rendered under the PCCM contract.

(2) Be based upon a count of eligible menbers furnished to the
PCCM pl an nonthly by the Departnent.

(b) The capitation paynent shall not include paynent for recoupnent of
any | osses incurred by the PCCM pl an under any prior contractua
obligations with the State.

56321. Capitation Paynment Rates Determination

(a) The Departnment shall determ ne capitation paynent rates annually by
actuarial nethods.

(b) The rates shall not exceed actuarially equivalent Medi-Cal fee-for-
service costs. These costs shall be determned by viewing the tota
services at risk and requirenments, including adm nistration, provided
under this chapter by a PCCM plan as though the sane services and

requi renents, including adninistration, were reinbursabl e under Chapter
3 commencing with section 51001

(c) The rates shall be effective for one year beginning the first day
of July each year.

(1) I'n the event that paynment of newrates is delayed beyond the
first day of July, continued paynent of the rate in effect shall be an
i nteri mpaynment only.

(2) Final paynent shall be:

(A) Adjusted by increase or decrease to the level of the new
rates.



(B) Effective as of the first day of July.

56322. Capitation Rate Redeterm nation

(a) Capitation rates shall be redeterm ned during the rate year only
when all of the followi ng conditions are net:

(1) A change occurs in the obligations of the PCCM plan which
results in increased or decreased costs of perform ng under the PCCM
contract.

(2) The change in subdivision (1) is the result of either of the
fol | owi ng:

(A) A change in federal or state |law or regul ation

(B) A change in the Departnent's interpretation or inplenmentation
of federal or state |law or regulation

(3) The projected difference in the actuarial equivalent costs
associated with the conditions set forth in subdivision (a)(2) exceeds
one percent of the statew de average capitation rate for services
covered at risk for the affected categories of nenbers.

(b) The redeterm nation of capitation rates shall be subject to the
approval of the appropriate state and federal control agencies.

(c) Rates redeterm ned pursuant to subdivision (a) shall be effective
on the first day of the nmonth in which the change in the obligations of
a PCCM pl an becones effective. During the period of rate
redeterm nation, continued paynment of the rate in effect shall be
interimpaynent only. Final paynent shall be:

(1) Subject to increase or decrease to the level of the
redet erm ned rates.

(2) Retroactive to the first day of the nonth in which the change
in the obligations of a PCCM pl an becane effective.

56322.1. Savings Shari ng.



(a) Notwithstandi ng section 56320, the Departnent shall cal cul ate and
di sburse savings sharing to PCCM plans in accordance with the
nmet hodol ogy and di sbursenment schedul e specified in the PCCM contract.

(b) The savings sharing amunt for a given PCCM plan is deternined by
conparing the expected fee-for-service cost for all services provided
to PCCM plan nmenbers to the actual cost, which is the capitation
paynment plus the cost of noncapitated services paid through the fee-
for-service system If the expected fee-for-service cost exceeds the
actual cost mnus the State savings on the capitation paynent, the
difference is the ambunt saved, a portion of which is paid to the PCCM
pl an.

56324. Fi nanci al Resources.

(a) Each PCCM pl an shall maintain adequate financial resources to carry
out its contractual obligations. The Departnent shall deternine the
| evel of adequate financial resources for each PCCM plan by considering
factors which include, but shall not be |limted to, the foll ow ng:

(1) Tangi ble net equity.

(2) Working capital trends.

(3) Profit and | oss trends.

(4) Enrollment grow h.

(b) Administrative costs incurred by a PCCM plan and its affiliates
shall not exceed the limts established in the PCCM contract.

(c) Each PCCM pl an shall at all times have and maintain a tangible net
equity as specified in the PCCM contract.

56324. Financi al Resources.

(a) Each PCCM pl an shall maintain adequate financial resources to carry
out its contractual obligations. The Departnent shall deternine the
| evel of adequate financial resources for each PCCM pl an by considering
factors which include, but shall not be linited to, the foll ow ng:

(1) Tangible net equity.

(2) Working capital trends.

(3) Profit and | oss trends.



(4) Enrollnment grow h.

(b) Administrative costs incurred by a PCCM plan and its affiliates
shall not exceed the limts established in the PCCM contract.

(c) Each PCCM plan shall at all times have and maintain a tangible net
equity as specified in the PCCM contract.

56324. Financi al Resources.

(a) Each PCCM pl an shall maintain adequate financial resources to carry
out its contractual obligations. The Departnent shall deternine the
| evel of adequate financial resources for each PCCM pl an by considering
factors which include, but shall not be linited to, the foll ow ng:

(1) Tangi ble net equity.

(2) Working capital trends.

(3) Profit and | oss trends.

(4) Enrollment grow h.

(b) Administrative costs incurred by a PCCM plan and its affiliates
shal |l not exceed the linmts established in the PCCM contract.

(c) Each PCCM pl an shall at all times have and maintain a tangible net
equity as specified in the PCCM contract.

56324. Financi al Resources.

(a) Each PCCM pl an shall maintain adequate financial resources to carry
out its contractual obligations. The Departnent shall deternine the
| evel of adequate financial resources for each PCCM pl an by considering
factors which include, but shall not be limted to, the foll ow ng:

(1) Tangible net equity.

(2) Working capital trends.

(3) Profit and | oss trends.



(4) Enrollment grow h.

(b) Administrative costs incurred by a PCCM plan and its affiliates
shall not exceed the limts established in the PCCM contract.

(c) Each PCCM plan shall at all times have and maintain a tangible net
equity as specified in the PCCM contract.

56324. Fi nanci al Resources.

(a) Each PCCM pl an shall maintain adequate financial resources to carry
out its contractual obligations. The Departnent shall deternine the
| evel of adequate financial resources for each PCCM pl an by considering
factors which include, but shall not be |limted to, the foll ow ng:

(1) Tangible net equity.

(2) Working capital trends.

(3) Profit and | oss trends.

(4) Enrollnment growth.

(b) Administrative costs incurred by a PCCM plan and its affiliates
shall not exceed the lints established in the PCCM contract.

(c) Each PCCM plan shall at all times have and maintain a tangi bl e net
equity as specified in the PCCM contract.

56326. Financial Security.

(a) Each PCCM pl an that requests paynent for medical services in
advance of providing those services shall provide evidence of and
mai ntai n financial security. Financial security shall be naintained
t hrough the duration of the PCCM contract.

(b) Financial security nmay be in the formof, but is not limted to,
one of the follow ng:

(1) A guarantee bond.

(2) Aletter of credit.



(3) Atime certificate of deposit.

(4) A trust agreenent.

(c) The Departnment shall approve the form and determ ne the anmount of
financial security required for each PCCM pl an based on the projected
nunber of enrollnments and the applicable capitation rates.

(d) The Departnent nmay take possession of financial security sufficient
to indemify the Departnment in the event that the PCCM plan defaults on
its contractual obligation to the Departnent.

56330. Affiliate.

Upon request by the Departnent every affiliate shall

(a) Furnish to the PCCM plan and to the Departnment financial reports
rel evant to the disposition of funds paid to the affiliate by the PCCM
pl an. Reports shall be prepared according to generally accepted
accounting principles and shall provide all financial data required by
the PCCM plan to fulfill its obligations to the Departnent for
financial reporting pursuant to these regul ations and the PCCM
contract.

(b) Make all books and records which are pertinent to PCCM pl an
contracts with the Departnent avail able for inspection by the

Depart ment and by the Departnent of Health and Hunman Services. These
books and records shall be retained in accordance with section 56310.

56340. Financial Audit.

(a) A PCCM plan, not operated by a public entity, that has an average
enrol | ment of 5,000 nenbers per nmonth or nore in any three consecutive
nonths within a contract year, shall have an audit performed at the

cl ose of the contract year by an independent certified public
accountant. Regardl ess of enrollnments, all PCCM pl ans not operated by a
public entity shall have a i ndependent certified public accountant
performan audit at |east once every third year after the initia
contract is signed with the Departnent.

(b) A PCCM pl an operated by a public entity shall have an annual audit
performed in a manner specified in the PCCM contract. The audit may be

performed by, but is not limted to performance by:
(1) Acertified public accountant.

(2) The county's financial accounting/audit department.

(3) The State's Auditor CGeneral office.



(c) Combined financial statenents shall be prepared if the PCCM pl an
and an affiliate are substantially dependent upon each other for the
provision of health care, managenent or other services. Wen a conbi ned
financial statenment is required the i ndependent accountant's report or
opi nion shall cover all the entities included in the conbined financial
statenments. If the accountant's report or opinion makes reference to
the fact that a part of the exam nation was perforned by anot her
auditor, the PCCM plan shall also file the individual financial
statements and report or opinion issued by the other auditor

(d) PCCM pl ans which have subsidiaries that are required to be
consol i dat ed under generally accepted accounting principles shal
present either consolidating financial statenents, or consolidating
schedul es for the bal ance sheet and statenent of operations, which in
ei ther case shall show the PCCM plan separate fromthe other entities
i ncluded in the consolidated bal ances. Interentity transacti ons and
profits shall be elimnated when conbi ned statenents are prepared

(e) The PCCM plan shall authorize the independent accountant to allow
representatives of the Departnment, upon witten request, to inspect any
and all working papers relating to the preparation of the audit report.
The inspection shall:

(1) Be conducted at the accountant's place of business in
California during normal business hours.

(2) Be conducted at the Departnment's headquarters in Sacranento,
California, if the accountant's place of business is outside the State
of California.

(3) Include supporting docunmentation, such as notes,
conput ati ons, work sheets and rough drafts.

56350. Civil Penalties and Sancti ons.

(a) The Departnment may, except as provided in section 56352(a), inpose
one or nore of the civil penalties specified in subdivision (b) bel ow
upon a PCCM plan which fails to conply with the provisions of Chapter
7, Part 3, Division 9, Welfare and Institutions Code, the provisions of
this chapter, or the terns of the PCCM contract.

(b) CGivil penalties may include but are not limted to:
(1) Restricting the PCCM plan's marketing privil eges.

(2) Delaying, or denying paynent, in whole or in part, of savings
shari ng.



(3) Term nating the PCCM contract.

(4) Delaying or wthholding capitation paynments.

(5) Requiring the PCCM plan to terninate any subcontract or sub-
subcontract.

(6) Other penalties as set forth in the contract.

(c) The Departnent shall issue a witten notice of nonconpliance to a
PCCM plan found to be in violation of any provision of [aw, regulation
or the contract. The notice of nonconpliance shall include:

(1) A description of the violation.

(2) The penalties to be inposed by the Departnent.

(3) A description of any corrective action required by the
Departrment and tinme limts for conpliance.

56352. Contract Term nati on.

(a) The Departnent shall terminate a contract with a PCCM pl an which
the Secretary, Department of Health and Human Servi ces has determn ned
does not neet the requirenents for participation in the Mdicaid
program stated in Title XIX of the Social Security Act.

(b) The Departnment may ternminate a PCCM contract for noncompliance by
the PCCM plan with the requirenents of state or federal |aw or
regul ations or terms of the PCCM contract.

(c) The Departnent shall give 30 cal endar days witten notice prior to

the termnation of a PCCM contract to:
(1) The PCCM pl an.

(2) PCCM pl an nenbers.

(3) Oher entities, organizations, and persons that the
Depart ment deens appropriate.

(d) Notwithstandi ng subdivision (c), the contract shall be term nated
i medi ately if the Departnment determ nes that:



(1) There is an imediate threat to the health of Medi-Cal
beneficiaries enrolled in the PCCM pl an; or

(2) A state officer or state enpl oyee:

(A) Provides | egal or managenent services to the PCCM pl an, or

(B) Has a financial interest in

1. The PCCM contract or PCCM contracting organization

2. Any contract with the PCCM pl an

3. The procurenent of a PCCM contract for the PCCM pl an

56400. Marketi ng.

(a) Each PCCM pl an shall ensure conpliance with all statutory,
regul atory and contractual provisions relating to nenber enroll nent and
marketing activities.

(b) PCCM pl an subcontractors shall not enter into any sub-subcontracts
for marketing.

(c) Each PCCM pl an shall establish an education programthat assures
that its marketing representatives have sufficient know edge about the
PCCM plan to explain how it operates to prospective and new nenbers.

(d) A PCCM plan or marketing representative shall not adopt or utilize
any procedure to identify prospective nenbers who have nedi cal or
psychiatric probl ens, other than those specifically excluded from
coverage by the PCCM contract, in order to exclude prospective menbers
fromenrollnent in the PCCM pl an

(e) Marketing on county prenises by PCCM plans is prohibited unless the
mar ket i ng of prospective nenbers is in accordance with Welfare and
Institutions Code sections 14016.5 and 14016. 6.

56401. Door-to- Door Marketi ng.

(a) PCCM pl ans nmay use door-to-door narketing only when all of the
followi ng conditions are net:
(1) The presenter is a narketing representative of the PCCM pl an



(2) Door-to-door marketing is perforned only in the service area
of the PCCM pl an

(3) The PCCM plan conplies with this article and the terns of the
PCCM contr act .

(b) The Departnent nmay revoke door-to-door marketing privileges for any
viol ation of the PCCM contract or applicable [aw or regul ation

56401. Door-to- Door Marketi ng.

(a) PCCM pl ans nmay use door-to-door nmarketing only when all of the
following conditions are net:
(1) The presenter is a nmarketing representative of the PCCM pl an

(2) Door-to-door marketing is perforned only in the service area
of the PCCM pl an

(3) The PCCM plan conplies with this article and the ternms of the
PCCM cont r act .

(b) The Departnment may revoke door-to-door marketing privileges for any
violation of the PCCM contract or applicable [aw or regul ation

56404. Marketing Presentation

Mar ket i ng presentations shall fully disclose the availability of, and
restrictions upon the services provided by the PCCM pl an. Such
presentations shall, as a mninmum specify:

(a) The scope, access to, and availability of services.

(b) A description of the PCCM plan restricted Medi-Cal card which wll
aut hori ze the nenber to obtain services.

(c) That menbers shall obtain all PCCM plan covered health care
servi ces rendered in nonenergency situations through the PCCM plan's
provi ders.

(d) What energency services are and that emergency services may be
obtained at all tines from specified PCCM plan providers or from non-
PCCM pl an providers, if necessary.

(e) That enrollnent is voluntary.



(f) That enrollnent is subject to a verification and processing period
from15 to 45 cal endar days in |ength.

(g) The conditions under which disenrollnent is possible.

56406. M srepresentation

(a) No marketing representatives or narketing organi zati ons under
contract with or enployed by any PCCM pl an shall in any nanner

m srepresent thensel ves, the PCCM pl ans they represent or the Mdi-Ca
programto i nduce enroll nment.

(b) Violations of this section shall include, but shall not be Iimted
to false or msleading clains that:

(1) Marketing representatives are enpl oyees or representatives of
the federal government, state, county or anyone other than the PCCM
pl an.

(2) The PCCM plan is recommended or endorsed by any gover nnment
organi zation or official.

(3) The federal governnent, state or county recommends that a
Medi - Cal beneficiary enroll in a specific PCCM plan

(4) A Medi-Cal beneficiary will |ose benefits under the Medi- Cal
program or any other health or welfare benefit to which the beneficiary
is legally entitled, if the beneficiary does not enroll in a PCCM pl an

56408. Penalties for M srepresentation

The Departnent nmay inpose one or nore of the followi ng penalties for
violations of the provisions of this Article:
(a) Revoke one or nore pernitted nethod of marketing.

(b) Refuse to accept new enrollnents for a period specified by the
Depart nent.

(c) Refuse to accept enrollnments subnitted by a specific marketing
representati ve or organization

(d) Wthhold, deny or recover all or part of the capitation paynment or
savi ngs sharing for persons enrolled as a result of the violations.

(e) Require that the PCCM pl an personally contact each nenber enrolled
in violation of this Article, explain the nature of the violation and
i nfformthe nenber of the right to disenroll



(f) Term nate the PCCM contract.

56420. Menber Enrol |l nent.

(a) A Medi-Cal beneficiary is enrolled upon conpletion of all of the
foll owi ng events:

(1) The voluntary signing and dating of a designation form by the
Medi - Cal beneficiary.

(2) Departnental validation of the beneficiary's designation
form

(3) Departnental verification of the beneficiary' s Medi-Ca
eligibility.

(4) Addition of the beneficiary's nane to the approved |ist of
menbers, furnished by the Department to the PCCM plan, which is
effective at the first of any given nonth.

(b) Enrollnent shall be voluntary.

(c) Enrollnent shall be linted to Medi-Cal beneficiaries who reside
within the PCCM pl an's service area.

(d) A Medi-Cal beneficiary shall not be enrolled in nore than one PCCM
pl an, Prepaid Health Plan, or any other Medi-Cal capitated plan
providing the same services at any one tine.

(e) Dependent minor children or persons legally judged incapabl e of
acting on their own behalf may be enrolled in a PCCM pl an by a parent,
| egal guardi an or conservator

56424. Designation Form Processi ng.

(a) PCCM plans shall subnmit all conpleted designation forns to the
Departnment within 15 cal endar days of the date the PCCM pl an receives
t he conpl eted desi ghation form

(b) Unless otherwi se provided in witing by the Departnent, each PCCM
pl an shall accept designation forns fromeligible Medi-Ca
beneficiaries to the enroll nent nmaxi munms specified in the PCCM
contract.

(c) Each PCCM pl an shall accept designation forns regardl ess of the
prospective nmenber's race, creed, color, religion, age, sex, nationa



origin, ancestry, marital status, sexual orientation, physical or
nment al handi cap, and w thout reference to pre-existing nedica
conditions other than those specifically excluded from coverage by the
PCCM contr act .

56426. Term of Menbershi p.

Except as provided in section 56440, nenbership shall continue
indefinitely after enroll ment. Menbership shall be contingent upon the
menber's retention of Medi-Cal eligibility as well as eligibility for
enroll ment in the PCCM pl an under the terns of the PCCM contract.

56440. Di senroll nent of Menbers.

(a) A request for disenrollnment by a PCCM pl an nenber shall be
submitted to the Departnment by the PCCM plan within five working days
after either the date the nmenber subnits a signed disenrollnent request
directly to the PCCM plan or the postnmark date for disenroll nment
requests sent by U S mail.

(b) Disenrollnent of nenbers for the follow ng reasons shall be
processed by the Departnent:

(1) The menber's eligibility as a Medi-Cal beneficiary for
enrollment in the PCCM plan is term nated

(2) The enrollnment is in violation of sections 56400, 56402,
56404, or 56406.

(3) Change of a menber's place of residence outside the PCCM
pl an's service area.

(4) The nenber requests disenroll nment.

(c) Requests for disenrollnent in which the nenber states a reason for
di senrol I ment shall be referred to the PCCM plan's grievance process in
addition to subnission to the Departnent as required in (a) above.

(d) Requests for disenrollnent initiated by the PCCM plan shall be
processed t hrough the PCCM pl an's grievance procedure and shall be
based on the breakdown of the PCCM pl an/ nenber rel ationship

(1) If the grievance procedure does not resolve the problem the
PCCM pl an shall submt a witten request to the Departnent for
di senrol | nent of that nenber.



(2) The Departnent shall approve a PCCM plan-initiated
di senrol I nent request only if efforts by the PCCM plan to counsel or
nodi fy the menbers behavior, including referral for nental health
servi ces, when appropriate, have been unsuccessful or are inpossible or
i mpractical given the circunstances, and if one or nore of the
foll owi ng circunstances i s docunented:

(A) the nmenber is repeatedly verbally abusive to PCCM pl an
providers, ancillary or adninistrative staff or other PCCM pl an
nenbers.

(B) The nmenber physically assaults a PCCM pl an provider or staff
person or PCCM pl an nenber

(C) The nmenber is otherwi se repeatedly disruptive to PCCM pl an
operations.

(D) The nmenber repeatedly uses providers not affiliated with the
PCCM pl an for nonenergency services, causing the PCCM plan to be
subj ected to repeated provider demands for payment for services or
ot her denonstrabl e degradation in the PCCM plan's relations with
conmuni ty providers.

(e) The Departnent shall, on an annual basis, develop a disenrollnent
processi ng schedul e that assures that disenrollnent occurs in
conpliance with applicable federal and state |aw and regul ati on. The
Department shall revise the schedule, as necessary, to assure
conpl i ance, and shall provide reasonable notice to PCCM pl ans of the
annual schedul e and revisions to the schedul e.

56442. Disenroll ment Requests.

Menbers desiring disenrollnent shall nmake witten requests to the PCCM
pl an.

56450. Information to Prospective Menbers.

56452. Information to New Menbers.

Each PCCM pl an shall provide to nmenbers, in witing, within seven days
after the effective date of enrollnent:
(a) The effective date of enrollnment and the term of enroll nment.



(b) A description of all avail able services and an expl anati on of any
service limtations, exclusions fromcoverage, or charges for services
when appl i cabl e.

(c) An explanation of the procedure for obtaining services.

(d) The nane, tel ephone nunber and service site address of the prinmary
care physician chosen by or otherwi se nade avail able to the menber

(e) An explanation of and the procedure for obtaining health service
rendered in energency circunstances occurring outside the PCCM plan's
service area

(f) The causes for which a nmenber will [ose entitlenent to receive
services fromthe PCCM pl an.

(g) The procedure for processing and resol ving any gri evance hy

menbers. This information shall include the title, address, and
t el ephone nunmber of a person responsible for resolving grievances or
initiating the grievance procedure and shall include an expl anation of

the nmenber's right to request a fair hearing under Welfare and
Institutions Code Section 10950, et seq., for unresolved grievances and
to request a fair hearing wthout going through the PCCM pl an's

gri evance procedures when a health care service requested by the menber
or a provider has not been provided.

(h) Disenroll nment procedures, including an explanation of the nenber's
right to disenroll wthout cause, and a disenrollnent form

(i) An explanation of the appropriate use of health care services and
the contributions the nmenber can make toward the nmi nt enance of the
menber's own heal t h.

56456. Notification of Changes in Services.

56500. Application and Proposal I|nformation

(a) Each applicant for a PCCM contract shall submt to the Departnent
an application containing, but not limted to, the foll ow ng
i nformati on:

(1) A statenent as to the optional services that will be sel ected
in addition to the nmandatory services required of PCCM pl ans.

(2) A brief description of any existing health care delivery
systemincluding infornmation covering the scope and availability of
services currently provided to Medi-Cal beneficiaries by the applicant.

(3) A description of the proposed PCCM pl an health care delivery
system |f the services are a duplicate of those described in (2), a



signed statement declaring that the health care delivery systemw || be
the sane will satisfy this requirenent.

(4) AUS. Postal Zip Code map with the proposed service area
outlined in red.

(5) A separate list of all service area Zip codes in nunerica
order.

(6) A general area map of the service area that has all service
sites distinctly identified and clearly listed on a | egend.

(7) An array of the Medi-Cal population in the service area by
PCCM pl an eligible Medi-Cal Aid categories.

(8) A breakdown of the applicant's current patient popul ati on by
private pay, insurance and Medi - Cal

(9) A history of any experience the applicant has in providing
care to patients through nedical systens such as preferred provider
organi zations, industrial practice, prepaid health plans, PCCM pl ans,
or any structured medi cal care delivery systemthat woul d denonstrate
the ability to function as a PCCM pl an

(b) Each PCCM contract applicant approved by the Departnment shal
submt a proposal containing, but not linmted to, the follow ng
i nformati on:
(1) A description of the adnministrative structure which includes:

(A) An organization chart with the identification and functiona
description of each organizational unit, including corporate and
nmedi cal managenent personnel

(B) Conpl ete background i nformati on for corporate and nedical
managemnment personnel

(C© Job descriptions for corporate and nedi cal managenent
per sonnel

(D) A conpl eted disclosure statenent pursuant to section 56600.

(2) If applicable, a corporate structure chart identifying and
di spl ayi ng the rel ati onshi ps between the proposed PCCM plan and its



parent conpany, affiliates, subsidiaries, and any principa
subcontractors.

(3) For each provider of health care services included in the
PCCM pl an, provide the foll ow ng:

(A) Full name.

(B) Busi ness address.

(C Professional license nunber including the expiration date
where applicabl e; nedical specialty including any certifying board,
where applicable; and Medi-Cal provider nunber.

(D) Days and hours of operation for each provider

(E) If an individual provider serves nore than one site, list the
days and hours of service for each site.

(4) A conplete description of the procedures for internal and
external referrals.

(5) A conplete description of the systemfor providing or
arrangi ng for the provision of emergency services.

(6) Descriptions of the follow ng nedical adm nistrative
procedures:

(A) The proposed quality assurance, peer review, and utilization
revi ew prograns.

(B) The proposed nedi cal record system

(© The proposed provider grievance and conpl ai nt process.

(D) The procedures for provision of health education services.

(E) Proposed protocols for handling and disposing of infectious
wast e.



(7) Proposed protocols for nedical care which includes age
specific preventive health services.

(8) A description of the follow ng proposed adm ni strative
procedures:

(A) Ofice procedures for nissed appointnent followup and the
handl i ng of energency tel ephone calls.

(B) Marketing plan.

(O Standard subcontract fornat.

(D) Tort liability protocol s/ procedures.

(E) The system for pronpt rei nbursenment of nonplan providers for
capitated services rendered to PCCM pl an nenbers.

(F) The system for conplying with PCCM contract quarterly
utilization and financial reporting requirenments.

(9) A description of the follow ng nmenbership services:

(A) Enroll nent procedures.

(B) The Statenent of Understanding to be signed by each nenber.

(© Menber conpl aint process including a sanple of the
di sposition notice, conplaint log, and any related printed naterials .

(D) The PCCM pl an service guide.

(10) Alisting and brief description of any existing government
contract which involves current mnedical operations.

(11) Awitten statenent that the PCCM plan will or wll not
accept the option of a risk limt.



(12) A description of activities that must be conpleted prior to
contract inplenentation such as hiring staff, printing nmarketing
material s and enrolling menbers.

(13) The follow ng financial information:

(A) Detailed financial plan denonstrating the availability and
sources of sufficient funds to cover operating costs for the first year
of operation.

(B) Current income statenent.

(C) Bal ance Sheet.

(D) Staterment of Changes in Financial Position.

(E) A detailed cash flow budget, including all witten
assunptions, estinmates and projections, denonstrating the availability
and sources of funds to neet the obligations under the prospective
contract. Projections shall include enrollnent, incone and expenses on
a nont h-by-nmonth basis for two years. Supporting budgets for affiliates
shal | be provided when the organization relies upon affiliates to
provi de services under the prospective contract.

(F) A projected calculation of tangible net equity.

(G Certified financial statements, presented on a conbi ned basis
with all affiliates, as of the applicant's fiscal or cal endar year end.
No additional disclosures are required when the applicant's subm ssion
is within 90 cal endar days after the end of the applicant's fisca
year. Unaudited financial statenments to the nost current quarter end
shall also be submitted if the applicant's subnission occurs prior to
or nore than 90 cal endar days after the close of the applicant's fisca
year. Unaudited statenents shall be prepared on a conbi ned basis.

(H Alisting of all proposed subcontracts between the PCCM pl an
and affiliates.

(1) Proof of adequate professional liability insurance coverage.

(c) Each PCCM contract applicant approved by the Departnent shal
submit the follow ng certifications:



(1) A signed statenent as to the willingness and ability of the
applicant to revise policies or procedures as necessary or required by
t he Depart nment .

(2) A signed statenent as to the willingness and ability of the
applicant to enroll nenbers regardl ess of their race, creed, color
religion, age, sex, physical or mental handi cap, sexual orientation
marital status, national origin or ancestry, and wi thout reference to
preexi sting nedical conditions other than those specifically excluded
from converge under the PCCM contract.

(3) A signed statenent to the effect that the applicant will not
engage in selective enrollment marketing activities.

(4) Awitten statenment that the applicant will maintain and
operate a system whi ch ensures the provision of or arrangenment for CHDP
services in close proximty to the primary care service site for
el i gi bl e nenbers.

56502. PCCM Contract Selection Criteri a.

(a) The Departnment in exercising its discretion to enter into PCCM
contracts shall evaluate applications, considering the follow ng:

(a) Provider nodels that are able to offer the broadest base or reach
particul ar segments of the Medi-Cal popul ation, such as rural areas and
Medi car e/ Medi - Cal beneficiaries. These provider nodels include, but are
not limted to

(1) Primary care clinics with specialists.

(2) Primary care clinics.

(3) Hospital based clinics.

(4) Group practices.

(5) Individual primary care physicians.

(6) O her nodels which offer potential for contracting, which
shal | be considered by the Departnment on an individual basis.



(b) Applicants who denponstrate sufficient resources to inplenent the
PCCM contract, which include, but are not limted to:
(1) Support staff.

(2) Information systens.

(3) Organizational structure

(4) Avail abl e capital

(c) Applicants who provide the broadest range of optional services in
addition to nandatory services.

(d) Applicants who will cover service areas that:
(1) Are in geographic areas which are free fromconpetition from
ot her PCCM or managed care pl ans.

(2) Have a significant enroll ment pool based on the Departnent's
estimated Medi-Cal beneficiary distribution patterns.

(3) Serve an area where PCCM pl ans exi st or have existed and have
not achi eved significant enrollnent given the service area or where the
Depart nent determi nes the Medi-Cal eligible population can support an
addi ti onal plan

(e) Applicants who have nmanaged care or related experience, which
includes but is not limted to:

(1) Subcontracting experience with PCCM pl ans.

(2) PHP experience.

(3) Industrial provider experience.

(4) Preferred provider experience.

56505. Contract Term

56506. Contract Renewal s.



56508. Mergers, Reorgani zations or Assunptions.

(a) A PCCM pl an shall submit proposals for mergers, reorganizations or
assunptions to the Departnent for review

(b) The Departnent nmay approve PCCM pl an proposals relating to nergers,
reorgani zati ons or assunptions if, in addition to satisfying the

requi renents of section 14088 et seq., Welfare and Institutions Code as
applicable, the following conditions are satisfied:

(1) The surviving organization neets the requirenents of section
56500.

(2) The surviving organization provides witten assurance that it
will conmply with all PCCM contract requirenents and all applicable
state and federal |aws and regul ations.

(c) The Departnent shall accept or reject the proposal wthin 60
cal endar days of receipt of the proposal

(d) Inplenmentation of the proposal shall be acconplished by amendnent
of the PCCM contract.

56520. Public Notice.

(a) The Departnent shall publish a public notice of its intent to enter
into a PCCM contract at |east 60 cal endar days prior to entering into
an initial PCCM contract.

(b) The public notice shall appear in at |east two maj or newspapers of
general distribution in the service area of the proposed PCCM pl an

56600. Conflict of Interest.

(a) The Departnment shall term nate a PCCM contract, if the Departnent
deternmines that a state officer or state enpl oyee:
(1) Provides |egal or managenent services to a PCCM pl an

(2) Has financial interest in the PCCM contract or PCCM pl an

(3) Has any separate contract with the PCCM pl an, or



(4) Is involved in the procurenment of a contract or subcontract
for any PCCM pl an.

(b) The Department shall term nate a PCCM contract, if the Departnent
determ nes that a PCCM plan fails to neet any of the follow ng federa
requirenents:

(1) Disclosure of the identity of any person who has an ownership
or control interest in the PCCM pl an

(2) Disclosure of the identity and circunmstance surroundi ng any
person who has an ownership or control interest in the PCCM plan who
has been convicted of a crimnal offense related to the person's
i nvol venent in any program under Medicare, Medicaid, or the Federa
Social Security Act, Title Xl X services program since the inception of
t he prograns.

(3) Conditions required to obtain federal financial participation
for the PCCM pl an.

57000. Capital Expenditure Project.

(a) "Capital expenditure project” neans a project for expenditures

whi ch, under generally accepted accounting principles, are not properly
chargeabl e as expenses of operation and mai ntenance and are related to
the acquisition, construction, renovation, inprovenent, nodernization
expansi on, or replacenent of a plant, buildings, and equipnent with
respect to which the expenditure is made, including, but not limted to
the following if included in revenue bond debt service:

(1) Studies, surveys, designs, plans, working draw ngs, and
specifications bid preparation, inspection, and naterial testing;

(2) Site preparation, including denolishing or razing structures,
hazardous waste renoval, and gradi ng and pavi ng;

(3) Of-site construction and inprovenents required by the onsite
project including the expansion of utilities, access roads, parking
structures, bus stops, bus turnouts, bus shelters, and | andscaping;

(4) Permt and license fees;

(5) Architectural, legal, accounting, contract adm nistration
cost and appraisal fees;



(6) Costs incurred for borrowi ng funds including capitalized
interest; and

(7) Construction costs.

57003. Debt Service.

"Debt service" neans principal and interest paid to holders of revenue
bonds i ssued for the purpose of financing capital expenditure projects.
Debt service nmay also include but is not limted to other debt service
costs such as credit enhancenent, debt service reserve funds, trustee
fees, liquidity letters of credit, bond counsel or other costs of bond
fundi ng which nay or may not be capitalized and reflected in the
principal portion of debt service.

57006. Disproportionate Share Hospital

"Di sproportionate share hospital"” neans a hospital which serves a
di sproportionate number of |ow income patients as specified in the
Medi caid State Plan Attachnent 4.19-A., pages 18-29

57009. Final Pl ans.

"Fi nal plans" neans those docunents required by the Ofice of Statew de
Heal th Pl anni ng and Devel opnment (OSHPD) and the Office of the State
Architect which have been subnmitted to the OSHPD with Form OSH FD 121
entitled "Application for Building Pernmit" as specified in the
California Code of Regulations, Title 22, division 7, section 94037. In
order to constitute "final plans" the box entitled "final plans" on the
Form OSH FD 121 shall be marked

57012. Fi xed Equi prent.

"Fi xed equi pnent" neans equi prent that is permanently affixed to the
structure and which has a useful life deternm ned in accordance with
gui del i nes published by the American Hospital Association, entitled
"Estimated Useful Lives of Depreciable Hospital Assets,"” 1983 and does
not i ncl ude:

(a) novabl e equi prent;

(b) equi prent that under generally accepted accounting principles is
usual Iy charged as an expense of operation and mnai nt enance;



(c) itens of current operating expense, such as food, fuel
phar maceutical s, dressings, paper, printed forns, and house-cl eaning
supplies.

57015. New Debt .

"New debt" means funds resulting fromthe sale of revenue bonds used
for financing a certified project as specified in section 57030 of this
chapter for which final plans are submitted after July 1, 1989 and
prior to June 30, 1994.

57018. Revenue Bond.

"Revenue bond" as defined in the California Government Code, division
3, Part 7.2, section 15459(c) neans any bonds, warrants, notes, |eases
or installnent sale obligations evidenced by certificates of
participation, or other evidence of indebtedness issued by a |oca
agency payable from funds other than the proceeds of ad val oremtaxes
or the proceeds of assessnents levied without I[imtation as to rate or
amount by the | ocal agency upon property in the |ocal agency.

57021. Three Most Recent Years.

"Three nost recent years" neans the three nost recent cal endar years.

57024. Suppl enent al Rei nbur senent .

"Suppl enental reinbursenent” for the purposes of this chapter neans
rei mbursement by the Departnent to an eligible hospital pursuant to the
provisions of the Wel fare and Institutions Code, section 14085.5.

57027. Hospital Eligibility.

(a) In order to be considered eligible for supplenental reinbursenent a
hospital shall be determined an eligible hospital

(b) A hospital shall neet both of the follow ng conditions in order to
be determ ned an eligible hospital

(1) Be a disproportionate share hospital as defined in section
57006 of article 1, for the three nost recent years, and

(2) Have entered into a contract to provide Medi-Cal inpatient
hospital services pursuant to section 14082 of the Wl fare and
Institutions (W&l') Code, have entered into a contract with a county



organi zed health system pursuant to section 14087.5 of W&l or
participate as a provider in a successor program

57030. Capital Expenditure Project Certification

(a) An eligible hospital's capital expenditure project or portion

t hereof shall be certified by the Departnent before suppl enental

rei mbursement is made. In order to be certified or to remain certified,

the capital expenditure project shall satisfy the follow ng conditions:
(1) Final plans shall be submtted to the Ofice of Statew de

Heal t h Pl anni ng and Devel opnent and to the Office of the State

Architect after July 1, 1989 and prior to June 30, 1994.

(2) Project funding shall be through the issuance of new debt.

(3) The hospital facilities being constructed, renovated, or
repl aced by the capital expenditure project shall be related to a
covered service reinbursable by the Medi-Cal programand shall be
avai | abl e and accessible to Medi-Cal patients for the duration of the
proj ect debt reinbursenment period.

(4) The capital expenditure project shall be for the
construction, renovation, or replacenent of the eligible hospital's
facilities.

(5) The total capital expenditure project cost shall be not |ess
than five mllion dollars ($5,000,000) unless the eligible hospita
provi des evidence that the project is necessary for the retention of
federal and state licensing and certification and for neeting fire and
life safety, seismic, or other regulatory standards.

(6) Al supplenental reinbursenment received by the eligible
hospital shall be placed in a special account, the funds of which shal
be used exclusively for the paynent of debt service issued to finance
the project or to reinburse the eligible hospital for debt service
al ready paid for the project.

(7) The capital expenditure project shall finance the upgrading
or construction of buildings and equi pnent to a |level required by
currently accepted nedical practice standards, including projects
designed to ensure that buildings and equi pnent neet the Joint
Conmi ssion on Accreditation of Hospitals and Health Systens fire and
life safety, seismic, or other related regul atory standards.



(b) The eligible hospital shall submit to the Departnent evidence that
denponstrates that conditions set forth in subsection (a) of this
section have been satisfied. Such evidence may include, but is not
limted to copies of bank statenents show ng deposits and wi t hdrawal s,
contracts, the official statement of the debt instrument, and the fina
pl an date stanped by the Ofice of Statew de Health Pl anning and

Devel opnent .

57033. Suppl emental Rei nbursenment Cal cul ation

(a) The eligible hospital's supplenental reinbursement for a capita
expendi ture project which has been certified under section 57030 shal
be cal cul ated as foll ows:

(1) For each year in which the hospital is eligible to receive
suppl enental rei nbursenent, the hospital shall report to the Departnent
t he amount of debt service incurred for that portion of the capita
expenditure project that represents the costs of the construction,
renovation, or replacenment of hospital facilities, including buildings
and fixed equi pnent, which are avail able and accessible to Medi-Ca
pati ents and provides services that are related to a covered service
and rei nbursabl e by the Medi-Cal program or successor program

(2) The Departnent shall use the Medicaid inpatient utilization
rate formula as specified in the Medicaid State Plan Attachment 4.19-A,
pages 18-29, to deternmine the ratio of the hospital's total paid Medi-
Cal patient days to total paid patient days.

(3) The suppl enental reinbursenment to the eligible hospital for
each fiscal year shall equal the anmount determ ned annually in
subsection (a)(1) multiplied by the percentage resulting fromdividing
t he nunber of Medi-Cal paid patient days by the total nunber of paid
pati ent days.

(4) The suppl enmental reinbursenment shall not be decreased by nore
than 10% of the initial ratio derived under subsection (a)(2) prior to
the retirenent of the debt.

57033. Suppl enental Rei nbursenent Cal cul ation

(a) The eligible hospital's supplenental reinbursenent for a capita
expendi ture project which has been certified under section 57030 shal
be cal cul ated as foll ows:

(1) For each year in which the hospital is eligible to receive
suppl enental rei nbursenent, the hospital shall report to the Departnent
t he anobunt of debt service incurred for that portion of the capita
expenditure project that represents the costs of the construction,
renovation, or replacement of hospital facilities, including buildings



and fixed equi pnent, which are avail abl e and accessible to Medi-Ca
patients and provides services that are related to a covered service
and rei nbursabl e by the Medi-Cal program or successor program

(2) The Departnent shall use the Medicaid inpatient utilization
rate fornmula as specified in the Medicaid State Plan Attachment 4.19-A,
pages 18-29, to deternmine the ratio of the hospital's total paid Medi-
Cal patient days to total paid patient days.

(3) The suppl enental reinbursement to the eligible hospital for
each fiscal year shall equal the anmount determ ned annually in
subsection (a)(1) multiplied by the percentage resulting fromdividing
t he nunber of Medi-Cal paid patient days by the total nunber of paid
pati ent days.

(4) The suppl ement al rei nbursenment shall not be decreased by nore
than 10% of the initial ratio derived under subsection (a)(2) prior to
the retirenent of the debt.

57036. Rei nbursenent Provi sions.

(a) If an eligible hospital's capital expenditure project has been
certified pursuant to section 57030 and if appropriations for

suppl enental rei nbursenent of capital expenditure projects are
avai | abl e, suppl enental reinbursenent to the eligible hospital shal
commence no |ater than 30 days after the departnent's receipt of the
certificate of occupancy for the hospital's capital expenditure project
i ssued by the O fice of Statew de Health Pl anni ng and Devel opnent.

(1) I'n cases where the hospital nust obtain a certificate of
occupancy, the Department shall not be required to reinburse for debt
service prior to its receipt of the certificate of occupancy.

(2) The frequency of the supplenental reinbursenent shal
correspond to the bond repaynent schedule, but in no case shall the
hospital be reinbursed nore than twi ce per fiscal year

(3) Suppl enental reinbursenent conbined with reinbursenent from
all other sources dedicated exclusively for debt service shall be
limted to no nore than 100% (percent) of the debt service.

(b) Interest income realized from unexpended revenue bond funds shal
reduce the reinbursenent obligation under this section by the
percentage figure derived fromsection 57033(a)(3).



(c) The information required by section 57033(a)(1) shall be reported
separately for each hospital facility that is being constructed,
renovat ed or replaced by the capital expenditure project.

(d) An eligible hospital receiving supplenental reinbursenent pursuant
to this section shall be liable for any reduced federal financial
participation resulting fromthe Departnent's paynent of suppl enenta
rei mbursement under this section

(1) The Departnent shall offset any reduced federal financial
participation agai nst reinbursenent otherw se due the eligible hospita
ei ther under this chapter or for services provided under the California
Medi cal Assi stance Program

(2) The Departnent shall not deliver to the eligible hospital the
amount of the federal financial participation in the debt service until
t he federal governnment approves federal financial participation for
suppl enent al rei nbursenent nade under this chapter and thereby
suppl enents the Medicaid grant award for the Medi-Cal program

(e) The Departnment may conduct periodic audits to determne if al
requi renents under this chapter have been net.

(1) Supplenental reinbursement nade to eligible hospitals shal
be subject to change based on final calculations when final Mdi-Ca
utilization data becones avail abl e.

(2) If the final Medi-Cal utilization data, indicates that a
hospital was not, in fact, a disproportionate share provider for the
time period in which supplenental reinbursenent was nmade, the hospita
shall be obligated to return such suppl enental reinmbursenents to the
St ate.

(3) If the final Medi-Cal utilization data indicates that a
hospital was either overpaid or underpaid, the Departnment shall make an
adj ustrment to anounts the Department woul d otherwi se pay to the
hospital by reduci ng or augnenting the current suppl enental
rei mbursement ot herw se due under this chapter or due for services
provi ded under the California Medical Assistance Program

(f) As a condition of receiving supplenmental reinbursenent, the
eligible hospital shall keep, maintain, and have readily retrievabl e,
such records as are necessary to fully disclose suppl enenta

rei mbursement anounts to which the hospital is entitled.

57039. Continuing Eligibility.



(a) A hospital shall maintain eligibility and the capital expenditure
project shall continue to neet the conditions set forth in 57030 for
each year for which rei nbursenment is sought.

(b) Thirty (30) days prior to the anniversary of the certification date
al | docunentation necessary to substantiate continued hospita
eligibility and to maintain project certification, as required in this
chapter, shall be submitted to the Departnent by the eligible hospital
The State shall not render supplenmental reinbursement until al

requi red docunentati on has been approved.

58000. Activities of Daily Living.

"Activities of Daily Living" nmeans the verbatimdefinitions of
California I nsurance Code Sections 10232.8(f) and 10232. 8(g) whi ch nust
be used verbatimin Partnership Policies.

58001. Adult Day Heal th/ Soci al Care.

"Adult Day Health/Social Care" means a structured, conprehensive
program whi ch provides a variety of comunity-based services including
heal th, social, and related supportive services in a protective setting
on a |l ess than 24-hour basis. These community-based services are
designed to neet the needs of functionally inpaired adults through an

i ndi vidualized service plan, and include the follow ng: personal care
and supervi sion as needed, the provision of neals as long as the neals
do not neet a full daily nutritional reginen, transportation to and
fromthe service site, and social, health, and recreational activities.
In California, providers of Adult Day Health/Social Care may include
Adult Day Care Facilities as defined in Health and Safety Code Section
1502(a)(2), and Adult Social Day Care Facilities as defined in Health
and Safety Code Section 1502.2, which are licensed by the Departnent of
Social Services; Adult Day Health Care Facilities licensed by the
Department of Health Services, pursuant to Health and Safety Code
Section 1575 et seq.; and Al zhei mer Day Care Resource Centers
admi ni stered by the Departnment of Health Services pursuant to Health
and Safety Code Section 1568.10 et seq.

58002. Average Daily Private Pay Rate for Nursing Facilities.

"Average Daily Private Pay Rate for Nursing Facilities" neans the
estimated average net revenue per patient day for internediate and
skilled nursing facility services for the current cal endar year for
patients not qualifying for Federal and State rei nbursenent. The net
revenue per patient day is reported annually by each nursing facility
to the Ofice of Statewi de Health Pl anni ng and Devel opment (OSHPD) and
publ i shed annually in the OSHPD report entitled, "Aggregate Long Term
Care Facility Financial Data". The published data |ags the current year
by two years. Therefore, the Department of Health Services will adjust
t he average net revenue per patient day for the nbst recent cal endar



year published by OSHPD to estimate the increase in net revenue per
patient day for the two years for which data is not available and thus
estimate the average net revenue per patient day for the current

cal endar year. The average rate of increase in the net revenue per

pati ent day for the nost recent five years for which published data is

avail able will be used to nake the adjustnent. The resulting Average
Daily Private Pay Rate for Nursing Facilities for the upcom ng cal endar
year will be rounded to the nearest ten dollars ($10) and distri buted

by the Departnent of Health Services in the Long Term Care |ssuers
Bul | etin.

Charges for ancillary services such as physical therapy, speech

t herapy, audi ol ogy, |aboratory, as well as charges for patient supplies
and | egend prescription drugs are not included in the cal cul ati on of
Average Daily Private Pay Rate for Nursing Facilities.

58003. Benefit Eligibility.

"Benefit Eligibility" in each Policy or Certificate is defined as
fol | ows:
(a) "How to qualify for Benefits: We will pay for the Qualified Long-
Term Care Services covered by this policy if:

(1) The insured becones a Chronically Ill 1Individual, and

(2) The Services are prescribed for the insured in a witten Plan
of Care.

(b) The insured will be considered a Chronically Il I|ndividual when
one of the following criteria are mnet:

(1) The insured is unable to perform without Standby Assistance
or Hands-On Assistance from another individual, [2 Activities of Daily
Living] due to a loss of functional capacity and the | oss of functiona
capacity is expected to last at |east 90 days; OR

(2) the insured has a Severe Cognitive |npairment requiring
Subst antial Supervision to protect the insured fromthreats to health
and safety.

(c) The certification that the insured is a Chronically Il Individua
nmust be made by a Licensed Health Care Practitioner, within the
preceding 12 nonths and nmust be renewed at |east every 12 nonths. The
services to be paid by the Policy [Certificate] nust be prescribed in a
witten Plan of Care prepared by a Licensed Health Care Practitioner

(d) Al of the services covered by this policy are Qualified Long-Term
Care Services.

(e) The definitions for the following terms will help explain how the
insured qualifies for benefits under this Policy:



Activities of Daily Living;

St andby Assi st ance;

Hands- On Assi st ance;

Severe Cognitive | npairnent;

Subst anti al Supervi sion;

Li censed Health Care Practitioner;
Pl an of Care; and

Qualified Long-Term Care Services."

58004. California Partnership for Long-Term Care.

"California Partnership for Long-Term Care" neans the program

aut hori zed by Section 22000, et seq. of the California Wlfare and
Institutions Code, between the State of California and participating
i nsurance conpani es that offer long-termcare insurance Policies
[Certificates], and provide Medi-Cal Asset Protection, that are
approved as Partnership Policies [Certificates].

58005. Care Managenent/ Care Coordination

"Care Managenent/ Care Coordi nation" includes, but is not limted to the
fol | owi ng:

(a) the performance of a conprehensive individualized face-to-face
assessment conducted in the client's place of residence;

(b) the devel opnent of a Plan of Care;

(c) the performance of a conprehensive, individualized reassessment at
| east every six nonths;

(d) when desired by the individual and determ ned necessary by the Care
Management Provi der Agency, coordi nation of appropriate services and
ongoi ng nonitoring of the delivery of such services; and

(e) the devel opnent of a discharge plan when the Care Managenent

Provi der Agency services, or the Policy benefits, are about to be
termnated and if further care is needed. If the insured is inmediately
eligible for Medi-Cal, the Care Managenent Provi der Agency shal

prepare a transition plan

Care Managenent/ Care Coordi nation takes an all-inclusive | ook at a
person's total needs and resources, and links the person to a ful
range of appropriate services using all available fundi ng sources.

58006. Care Managenent Provider Agency.



"Care Managenent Provider Agency" means an agency or other entity that
provi des Care Managenent/ Care Coordi nati on and neets the standards set
forth in Article 5.

58007. Care Managenent Supervi sor

"Care Managenent Supervisor" nmeans a person who is an experienced Care
Manager/ Coordi nator and is responsible for directing and supervising

ot her Care Manager s/ Coordi nators and undertaking duties as described in
Secti on 58069.

58008. Care Manager/ Coor di nat or

"Care Manager/ Coordi nator" means a person who, either alone or as part
of a team is responsible for perform ng assessnents and reassessnents,
devel opi ng Pl ans of Care, coordinating the provision of care, and

nmoni toring the delivery of services.

58009. Certificate.

"Certificate" neans any certificate of coverage issued under a group
| ong-term care insurance policy, which policy has been approved for
delivery in the State of California.

58010. Elim nati on Peri od.

"Elimnation Period" is defined as either (a) or (b).

(a) "Elimnation Period" means the total number of days that covered,
Formal Long- Term Care Services nust be received after the insured is
determned to be a Chronically Il Individual and before the benefits
covered by the Policy or Certificate are payable. The nunber of days
nmust be accumulated within a nine-nonth period [insurer option: a

peri od | onger than 9 nonths, but not shorter than 9 nonths can be used]
after the insured has been deternmined to be a Chronically Il

I ndi vi dual . The nunber of days can be accunul ated before the filing of
aclaimif the insured can establish that he or she was a Chronically
[l Individual before filing a claim The Elinination Period need only
be met once during a lifetinme. Any day when covered services [insurer
option: days the insured receives inpatient care in a general acute
care hospital may al so be counted] are reinbursed by other insurance or
Medi care may be counted toward neeting the Elimnation Period. Respite
Care [insurer option: list other benefits that are exenpted] is not
subject to the Elimination Period

(b) "Elimnation Period" nmeans a provision that defines the nunber of
days the insured nust be disabled before the benefits covered by the



Policy or Certificate are payable, and that is approved by the
Depart nent of Heal th Services.

58011. Formal Long-Term Care Services.

"Formal Long-Term Care Services" neans |ong-term care services for
whi ch the provider is paid.

58012. Hands- On Assi st ance.

"Hands- on Assi stance" neans the physical assistance of another person
wi t hout which the insured would be unable to performthe Activity of
Dai |y Living.

58013. Hone Health Care Services.

"Home Health Care Services" neans skilled nursing or other professiona
services in the residence, including, but not linited to, part-tinme and
intermttent skilled nursing services, home health aide services,

physi cal therapy, occupational therapy, or speech therapy and audi ol ogy
servi ces, and nedical social services by a social worker.

58014. Elim nation Peri od.

58015. Formal Long-Term Care Services.

58016. Hone Heal th Care Services.

58017. Honemaker Servi ces.

"Homemaker Services" means assistance with activities necessary to or
consistent with the insured' s ability to remain in his or her
resi dence, that is provided by a skilled or unskilled person under a
pl an of care devel oped by a Licensed Health Care Practitioner

58018. Hospice Services.



"Hospi ce services" are outpatient services not paid by Medicare, that
are designed to provide palliative care, alleviate the physical
enotional, social, and spiritual disconforts of an individual who is
experiencing the | ast phases of life due to the existence of a termina
di sease, and to provi de supportive care to the primary care giver and
the famly. Care may be provided by a skilled or unskilled person under
a plan of care devel oped by a physician or a multidisciplinary team
under medi cal direction

58019. Informal Long-Term Care Services.

"Informal Long-Term Care Services" neans | ong-term care services for
whi ch the provider is not paid.

58020. | ssuer.

"Issuer" neans an entity delivering or issuing for delivery in this
State, Partnership Long-Term Care |Insurance Policies or Certificates,
as follows:

(a) insurers, as defined in Section 23, California Insurance Code;

(b) fraternal benefit societies, as defined in Section 10990,
California Insurance Code;

(c) any simlar organization regulated by the Comm ssioner of the
Department of |nsurance pursuant to Section 12921, California Insurance
Code; or

(d) The California Public Enployees' Retirenment System Board of
Admi ni stration.

58021. Licensed Health Care Practitioner

"Li censed Health Care Practitioner" neans any physician (as defined in
Title 42, United States Code, Section 1395x(r) (1)) and any registered
prof essional nurse, licensed social worker, or other individual who
nmeets such requirenents as may be prescribed by the Secretary of the
Treasury. The Licensed Health Care Practitioner nust be enpl oyed by a
Care Managerent Provider Agency or be a Qualified Oficial Designee of
a Care Managenent Provider Agency.

58022. Long-Term Care Services Countable Toward Medi-Cal Property
Exenpt i on.

"Long- Term Care Services Countable Toward Medi-Cal Property Exenption”
nmeans those services that nay be covered in a Policy or Certificate
which will qualify for the Medi-Cal Property Exenption. These services
i ncl ude the foll ow ng:



(a) long-termcare in nursing facilities, as defined in Sections 51120
and 51123;

(b) home health services, as defined in Section 51337;

(c¢) honme and communi ty-based services approved under 42 U. S.C. Section
1396n(c), and provided in the Wlfare and Institutions Code, Section
14132(s) and (t);

(d) Residential Care Facility Services;

(e) personal care services as defined in California Code of
Regul ations, Title 22, Section 51183;

(f) adult day health care services as defined in California Code of
Regul ations, Title 22, Section 54103;

(g) hospice services as defined in California Code of Regul ations,
Title 22, Sections 51180 through 51180.7; and

(h) other services approved by the Departnent of Health Services.

58023. Medi -Cal Asset Protection

"Medi - Cal Asset Protection" neans the right extended to the insured by
California when the insured uses the benefits of this Policy. This
right allows the insured to protect one dollar of assets for every
dollar this Policy pays out in benefits, in the event the insured |ater
applies for Medi-Cal benefits or for other qualifying State |long-term
care benefits. The anpbunt of this asset protection at any tinme is equa
to the sumof all benefit payments nade for the insured's care by this
Policy. Should the insured later apply for Medi-Cal benefits or for

ot her qualifying public |Iong-termcare benefits, he or she will not be
required to expend the protected assets prior to beconing eligible for
these public benefits. The insured's protected assets will also be
exenpt fromany claimthe State of California may have against his or
her estate to recover the costs of State-paid |ong-termcare or nedica
servi ces provided to the insured.

58024. Medi-Cal Property Exenption.

"Medi - Cal Property Exenption" neans the total equity value of real and
personal property not otherw se exenpt under Medi-Cal regulations
(California Code of Regulations, Title 22, Section 50000 et seq.) equa
to the sumof qualifying insurance benefit paynments made on behal f of
t he insured.

58025. Partnership Long-Term Care |Insurance Policy or Certificate, or
Partnership Policy or Certificate.



"Partnership Long-Term Care |Insurance Policy or Certificate" or
"Partnership Policy or Certificate" nmeans any |long-term care insurance
Policy or Certificate approved by the Departnent of Health Services and
t he Departnment of I|nsurance for issue or delivery to California
residents as nmeeting the requirenents set forth in Section 22005(e) of
the Welfare and Institutions Code.

58026. Personal Care Services.

"Personal Care Services" neans:

(a) Anbul ati on assistance, including help in walking or noving around
(i.e. wheelchair) outside or inside the place of residence, changing
locations in a room noving fromroomto roomto gain access for the
pur pose of engaging in other activities. Anbul ation assistance does not
i ncl ude nmovenent solely for the purpose of exercise.

(b) Bathing and groom ng including cleaning the body using a tub,
shower or sponge bath, including getting a basin of water, managi ng
faucets, getting in and out of tub or shower, reaching head and body
parts for soaping, rinsing, and drying. Goom ng includes hair conbing
and brushi ng, shanpooi ng, oral hygi ene, shaving and fingernail and
toenail care

(c) Dressing including putting on and taking off, fastening and

unf ast eni ng garnents and undergarnents, and special devices such as
back or | eg braces, corsets, elastic stockings/garments and artificia
linbs or splints.

(d) Bowel, bladder and nenstrual care including assisting the person on
and off toilet or conmpbde and enptyi ng conmode, managi ng cl ot hi ng and
wi pi ng and cl eaning body after toileting, assistance with using and
enptyi ng bedpans, ostony and/or catheter receptacles and urinals,
application of diapers and disposable barrier pads.

(e) Repositioning, transfer skin care, and range of nbtion exercises,

i ncl uding noving fromone sitting or lying position to another sitting
or lying position; e.g., frombed to or froma wheelchair, or sofa,
coming to a standi ng position and/or rubbing skin and repositioning to
pronote circul ati on and prevent skin breakdown. Motion exercises shal

i nclude the carrying out of maintenance prograns, i.e. the perfornance
of the repetitive exercises required to maintain function, inprove
gait, maintain strength or endurance, passive exercises to maintain
range of notion in paralyzed extrenities, and assistive wal king.

(f) Feeding, hydration assistance, including reaching for, picking up
grasping utensil and cup; getting food on utensil; bringing food,
utensil, cup to mouth, and mani pul ating food on plate. C eansing face
and hands as necessary follow ng neal

(g) Assistance with self-admnistration of medications.
(h) Assistance with Instrunmental Activities of Daily Living, which

i ncl ude:
(1) domestic or cleaning services;



(2) laundry services;

(3) reasonabl e food shoppi ng and errands;

(4) meal preparation and cl eanup

(5) transportation assistance to and from nedi cal appoi ntnents;
and,

(6) heavy cl eani ng which involves thorough cleaning of the hone
to renove hazardous debris or dirt; and,

(7) using the tel ephone.

(i) Partnership Long-Term Care Insurance Policy or Certificate shal
not, if it provides Personal Care Services, linmit or exclude benefits
by requiring that the provision of Personal Care Service be at a | evel
of certification or licensure greater than that required by the
eligible service, or by limting benefits to services provided by

Medi care-certified agencies or providers.

58027. Pl an of Care.

"Plan of Care" neans a witten individualized plan of services
prescribed by a Licensed Health Care Practitioner which specifies the
type, frequency, and providers of all Formal and |Informal Long-Term
Care Services required for the individual, and the cost, if any, of any
Formal Long-Term Care Services prescribed. Changes in the Plan of Care
nmust be docunmented to show that such alterations are required by
changes in the client's nmedical situation, functional and/or cognitive
abilities, behavioral abilities or the availability of social supports.

58028. Pol i cy.

"Policy" neans any contract, rider, or endorsenent delivered or issued
for delivery in the State of California by an Issuer

58029. Qualified Long-Term Care Servi ces.

"Qualified Long-Term Care Services" neans necessary di agnhosti c,
preventive, therapeutic, curing, treating, mitigating, and
rehabilitative services, and mai ntenance or personal services which are



needed to assist the insured with the disabling conditions that cause
the insured to be a Chronically Il Individual

58030. Qualified Oficial Designee of a Care Managenent Provider
Agency.

"Qualified Oficial Designee of a Care Managenent Provider Agency"
nmeans an indivi dual who neets the Care Manager/ Coor di nat or
gualifications and is designated by the Care Managenent Provi der Agency
to certify the insured is a Chronically Il Individual and/or to
perform Care Managenent/ Care Coordi nation.

58031. Quarterly/ Annual ly.

"Quarterly/Annual ly", unless otherw se stated, refers to periods
aligned with the State Fiscal Year of July 1 to June 30.

58032. Residential Care Facility.

"Residential Care Facility" neans a facility licensed as a Residentia
Care Facility for the Elderly or a residential care facility as defined
inthe California Health and Safety Code. Qutside California, eligible
providers are facilities licensed or certified by the appropriate state
agency to provide ongoing care and related services sufficient to
support needs resulting froman inability to performActivities of
Daily Living or Severe Cognitive Inpairnent or if no |icensure or
certification is required, facilities engaged primarily in providing
on-going care and rel ated services sufficient to support needs
resulting froman inability to performActivities of Daily Living or
Severe Cognitive Inpairment and which al so

(a) provide such care and services on a twenty four (24) hour a day
basi s; and

(b) have a trained ready-to-respond enployee on duty in the facility at
all times to provide such care and services; and

(c) provide three neals a day and accommopdat es speci al dietary needs;
and

(d) have arrangenments to ensure that residents receive the nmedical care
services of a physician or nurse in case of energency; and

(e) have appropriate nethods and procedures to provide necessary
assistance to residents in the nanagenent of prescribed nedications.

58033. Respite Care.

"Respite Care" neans the supervision and care of Chronically II
I ndividuals in the hone or out of the home while the famly or other



i ndi viduals who nornmally provide care take short-term|eave or rest
that provides themw th tenmporary relief fromthe responsibilities of
car egi vi ng.

A Partnership Long-Term Care |Insurance Policy or Certificate shall not,
if it provides Respite Care, lint or exclude benefits by requiring
that the provision of Respite Care be at a level of certification or
licensure greater than that required by the eligible service or by
limting benefits to services provided by Medicare-certified agencies
or providers.

Eligible providers for Respite Care include: a Nursing Facility, a
Residential Care Facility, community-based prograns such as an Adult
Day Heal t h/ Soci al Care provider, persons enployed by a hone health
agency, and a person who is qualified by training and/ or experience to
provi de the care.

58034. Service Sunmary.

"Service Sumary" nmeans a witten sunmary, prepared by an issuer for a
qualified insured, which identifies the follow ng:
(a) the Partnership Policy or Certificate,

(b) the total benefits paid for services as of the end of the previous
quarter,

(c) the total benefits paid for services in the current quarter

(d) the total anpunt of benefits paid as of the end of the previous
guarter qualifying for a Medi-Cal Property Exenption,

(e) The total anount of benefits paid for services in the current
quarter qualifying for a Medi-Cal Property Exenption, and

(f) remmining benefit anount.

58035. Severe Cognitive | npairnent.

"Severe Cognitive Inpairment” neans a | oss or deterioration in

i ntell ectual capacity that:

(a) is conmparable to (and includes) Alzheinmer's disease and sinilar
forms of irreversible denmentia and;

(b) is neasured by clinical evidence and standardi zed tests prescribed
or approved by the California Partnership for Long-Term Care.

58036. Shortened Benefit Period Nonforfeiture Benefit.

"Shortened Benefit Period Nonforfeiture Benefit" neans that, when
prem unms cease being paid, the covered benefits will be paid by the

I ssuer at the rate specified in the Partnership Policy or Certificate
but the lifetinme maxi num benefit payable will be reduced to an anount



| ess than provided in the Partnership Policy or Certificate at date of
i ssue.

58037. Standby Assi stance.

" St andby Assi stance" means the presence of another person within arnis
reach of the insured that is necessary to prevent, by physica
intervention, injury to the insured while the insured is perform ng an
Activity of Daily Living (such as being ready to catch insured if he or
she falls while getting into or out of the bathtub or shower as part of
bat hi ng, or being ready to renmpve food fromthe insured' s throat if he
or she chokes while eating).

58038. Substantial Supervision

"Substantial Supervision" neans continual supervision (which may

i ncl ude cuing by verbal pronpting, gestures, or other denonstrations)
by another person that is necessary to protect a person who has Severe
Cognitive Inpairment fromthreats to his or her health or safety (such
as may result from wandering).

58050. Issuer Requirenents.

(a) Each issuer nust offer, pronminently advertise, and actively market
a Partnership Conprehensive Policy or Certificate (paying benefits on
an expense incurred or expense reinbursable basis) that contains the
foll owi ng m ni num benefits:

(1) a lifetinme maxi num benefit set in dollars and equivalent in
dollars to three hundred sixty-five (365) tinmes eighty percent (80% of
the Average Daily Private Pay Rate for Nursing Facilities;

(2) athirty-day Elimnation Period

(3) coverage for services in a nursing facility and coverage of
t he hone and community-based care services as specified in Section
58059(e);

(4) a Respite Care benefit not subject to an Elinmination Period

(5) Care Managenent/ Care Coordi nati on;

(6) except for previously approved Partnership Policies, if
of fered on an expense rei nbursabl e basis,



(A) a nursing facility per diembenefit of eighty (80% of the
Average Daily Private Pay Rate for Nursing Facilities, rounded to the
nearest nultiple of ten dollars ($10);

(B) a Residential Care Facility benefit;

(O a nonthly home and comunity-based care benefit of fifty
percent (50% of the nursing facility per diem benefit contained in the
Partnership Policy or Certificate multiplied by thirty; and

(D) automatic increases of five percent (5% each year over the
previ ous year for each year the contract is in force for all covered
benefits and for the lifetinme maxi mum benefit;

(7) except for previously approved Partnership Policies if
of fered on an expense incurred basis,

(A) benefits that pay eighty percent (80% of the costs incurred
by the insured for nursing facility services up to eighty percent (80%
of the Average Daily Private Pay Rate for Nursing Facilities, rounded
to the nearest one dollar (%$1);

(B) benefits that pay eighty percent (80% of the costs incurred
by the insured for care in a Residential Care Facility up to fifty
percent (50% of the Average Daily Private Pay Rate for Nursing
Facilities, rounded to the nearest one dollar ($1);

(O benefits that pay eighty percent (80% of the costs incurred
by the insured for honme and comunity-based care;

(D) a lifetinme maxi num benefit that automatically increases by
five percent (5% each year over the previous year for each year the
contract is in force; and

(8) all other benefits and provisions defined in Sections
58059(f), (g) and ( | ), 58060, and 58061.

(b) Issuers are not required to offer a Partnership Nursing Facility
and Residential Care Facility Only" Policy or Certificate (paying
benefits on an expense incurred or expense reinbursable basis), except
as provided in Section 58061(c)(3). If the issuer elects to offer such
a Policy or Certificate, the policy shall display prom nently on page
one (1) of the Policy or Certificate: "Nursing Facility and Residentia



Care Facility Only" Policy [Certificate]. The issuer nust also offer
prom nently advertise, and actively market a Partnership Policy or
Certificate that contains the followi ng mni mum benefits:

(1) a lifetime maxi mum benefit set in dollars that is equival ent
in dollars to three hundred sixty-five (365) tinmes eighty percent (80%
of the Average Daily Private Pay Rate for Nursing Facilities;

(2) athirty-day Elimnation Period, and the Elinmination Period
definition used verbatim

(3) coverage for services in a nursing facility and a Residentia
Care Facility as specified in Section 58059(d);

(4) Care Managenent;

(5) If issued on an expense rei nbursabl e basis,

(A) a nursing facility per diembenefit of eighty percent (80%
of the Average Daily Private Pay Rate for Nursing Facilities, rounded
to the nearest multiple of ten dollars ($10);

(B) a Residential Care Facility Benefit of fifty percent (50% of
the nursing facility per diem benefit contained in the Partnership
Policy or Certificate;

(C) automatic increases of five percent (5% each year over the
previous year for each year the contract is in force for all covered
benefits and for the lifetime maxi mum benefit;

(6) if issued on an expense incurred basis,

(A) benefits that pay eighty percent (80% of the costs incurred
by the insured for nursing facility services up to eighty percent (80%
of the Average Daily Private Pay Rate for Nursing Facilities, rounded
to the nearest one dollar (%$1);

(B) benefits that pay eighty percent (80% of the costs incurred
by the insured for care in a Residential Care Facility up to fifty
percent (50% of the Average Daily Private Pay Rate for Nursing
Facilities, rounded to the nearest one dollar ($1);



(O a lifetinme maxi mum benefit that automatically increases by
five percent (5% each year over the previous year for each year the
contract is in force; and

(7) all other benefits and provisions specified in Sections
58059(f), (g) and ( | ), 58060 and 58061.

(c) If any Issuer elects to offer and market a Partnership Policy or
Certificate with lifetime nmaxi mum benefits in anpunts greater than the
m ni mum the Issuer nust offer Policies or Certificates with lifetine
benefit maxi munms in ampunts equal to seven hundred thirty (730) tinmes
and one thousand ninety-five (1095) tines the Average Daily Private Pay
Rate for Nursing Facilities and with Elimnation Periods of both thirty
(30) and ninety (90) days.

(d) Issuers of Partnership group Policies to enployers nmay use norna
underwiting and age criteria, but may only issue Policies to those
enpl oyers who agree to nake Certificates available to all individuals
within one of the follow ng groups:

(1) active enployees and retirees, the active enpl oyees' and
retirees' spouses, and the parents of all enployees and their spouses,
who are California residents; or

(2) retirees, the retirees' spouses and the parents of retirees
and their spouses, who are California residents.

(e) Social underwiting, defined as refusal to issue an insurance
Policy or Certificate based upon non-nedical primary determinants, is
prohi bi ted. However, social factors may be considered when pricing a
Partnership Policy or Certificate for applicants, so long as a clear
rationale for the pricing differential and associated prem uminpact is
submitted to the California Partnership for Long-Term Care. Non-nedica
factors unacceptable for use as prinmary determ nants when refusing to
issue a Policy or Certificate include; the applicant's gender; narita
status; living arrangenents; sexual preference; presence or absence of
an assuned support network (for exanple but not limted to famly
church, community), including health status of probable caretaker
spouse; current or past occupation except with respect to group
Pol i cies or individual Policies issued by |Issuers that are precluded by
their charter or bylaws fromselling to the general public; hobbies,
except recogni zed high risk pursuits; educational |evel; and geographic
| ocation within California

(f) Al Partnership Policies or Certificates issued by the |ssuer

whet her initial Partnership Policies or Certificates, upgrades to
Partnership Policies or Certificates, and/or replacenents for
Partnership Policies and Certificates, shall bear the sane Policy or
Certificate formnunmber and use an additional unique identifier to

desi gnat e subsequent versions of the initial Policies and Certificates.
Al'l individual Partnership Policies, upgrades and/or repl acenents of



Partnership Policies shall be considered a single risk pool for

pur poses of approving any future premuns adjustnents with the

foll owi ng exception. A group Issuer may forma separate risk poo
whenever at |east two thousand (2000) Certificates are in force for a
singl e enpl oyer, |abor organization, or trust established by a single
enpl oyer or | abor organi zation, for a single nonprofit association
conposed of individuals who are or were actively engaged in the sane
prof ession, trade, or occupation and organi zed in good faith for

pur poses ot her than obtaining insurance, and for a single nonprofit
associ ation created and maintained in good faith for the benefit of its
nmenbers and not for the purposes of obtaining insurance, in active
exi stence for at least five years, and with a constitution and byl aws
and a board with nenmber representation. Nothing in this section
however, shall preclude an |Issuer of non-Partnership policies from
pooling the non-Partnership policies with Partnership Policies or
Certificates to avoid or reduce the anmount of any future prem um

i ncrease that otherw se m ght have occurred to the risk pool of
Partnership Policies and Certificates.

(g) Long-termcare insurance policies or certificates that are not
approved under the California Partnership for Long-Term Care nust
include a statenent on the outline of coverage, the policy or
certificate application, and the front page of the policy or
certificate in bold type and in a separate box. The required statenent,
to appear verbatim on all non-Partnership policies and certificates

i ssued or delivered sixty (60) days or nore after the first Partnership
Policies or Certificates have been filed with the Departnent of
Insurance will read as foll ows:

"TH S POLI CY [ CERTI FI CATE] | S AN APPROVED LONG TERM CARE | NSURANCE

POLI CY [ CERTI FI CATE] UNDER CALI FORNI A LAW AND REGULATI ONS. HOWEVER, THE
BENEFI TS PAYABLE BY THI S POLI CY [ CERTI FI CATE] W LL NOT QUALIFY FOR
MEDI - CAL ASSET PROTECTI ON UNDER THE CALI FORNI A PARTNERSH P FOR LONG
TERM CARE

FOR | NFORVATI ON ABCOUT POLI CI ES AND CERTI FI CATES QUALI FYI NG UNDER THE
CALI FORNI A PARTNERSHI P FOR LONG- TERM CARE, CALL THE HEALTH | NSURANCE
COUNSELI NG AND ADVOCACY PROGRAM AT THE TOLL- FREE NUMBER, 1 (800) 434-
0222."

The required statement nmay onit the |last sentence giving the tel ephone
nunber to call for infornmation about the California Partnership for
Long- Term Care where an |ssuer offers both Partnership and non-
Partnership policies or certificates sinultaneously in a single
application or solicitation to all individuals within either of the
groups described in Subsections (d)(1) and (d)(2).

(h) Issuers are responsible for contracting with one or nore Care
Management Provi der Agencies that neet the standards described in
Article 5.

(i) Notwi thstanding the provisions of Subsection (c), above, an |ssuer
that elects to offer or narket a Partnership Policy or Certificate of
lifetime maxi num benefits in amounts greater than the m ni mum required
for approval may offer lifetine maxi mum benefits with amounts equal to
seven hundred thirty (730) tines the Average Daily Private Pay Rate for
Nursing Facilities, or to one thousand ninety-five (1095) tinmes the



Average Daily Private Pay Rate for Nursing Facilities, or both, and
with Elimnation Periods of thirty (30) or ninety (90) days, or both,
provided that the offering is made on a non-di scrimnatory basis to al
i ndi viduals within one of the foll ow ng groups:

(1) active enployees and retirees, the active enpl oyees' and
retirees' spouses, and the parents of all enpl oyees and their spouses,
who are California residents; or,

(2) retirees, the retirees' spouses and the parents of retirees
and their spouses, who are California residents.

(j) Each Issuer shall:

(1) maintain records for each agent of that agent's anount of
repl acenent sales as a percent of the agent's total annual sal es and
t he amount of |apses of |long-terminsurance policies sold by the agent
as a percent of the agent's total annual sales;

(2) report annually by June 30, the 10 percent of its agents in
the state with the greatest percentage of |apes and repl acements as
nmeasured by section (j)(1);

(3) report annually by June 30, the nunber of |apsed policies as
a percent of its total annual sales in the state, as a percent of its
total number of policies in force in the state, and as a total numnber
of each policy formin the state, as of the end of the preceeding
cal endar year; and,

(4) report annually by June 30, the nunber of replacenent
policies sold as a percent of its total annual sales in the state and
as a percent of its total nunber of policies in force in the state as
of the end of the precedi ng cal ender year

58051. Targeti ng Requirenents.

(a) Issuers may issue or deliver Partnership individual Policies or
Certificates to California residents only.

(b) Issuers are responsible for taking appropriate nmeasures to assure
that a substantial number and proportion of their total sales of
Partnership Policies or Certificates each year are to individuals
within the target population. The target popul ation for the purchase of
a Partnership Policy or Certificate or replacenent of current |ong-term
care coverage with a Partnership Policy or Certificate is California
resi dents between the ages of 55 and 74 years old with assets greater
than 365 tines eighty percent (80% of the Average Daily Private Pay
Rate for Nursing Facilities and with annual inconmes |ess than the
seventy-fifth (75) percentile for their age cohort, provided that the



annual premum for the Partnership Policy or Certificate does not
exceed seven percent (7% of the prospective purchaser's annual incone.
The California Partnership for Long-Term Care shall annually distribute
to participating Issuers the annual incones equivalent to the seventy-
fifth (75) percentile in the target popul ati ons based on data fromthe
U S. Departnent of Commerce, Bureau of the Census Current Popul ation
Survey.

I ndi vidual s with ages outside the target popul ation, and/or with assets
| ower or incones higher than the target population, are eligible to
purchase Partnership Policies or Certificates.

(c) Each prospective Issuer, prior to approval by the Departnent of

Heal th Services, shall subnit a detail ed marketing plan describing the
I ssuer's strategy for marketing a substantial nunber and proportion of
their total sales of Partnership Policies and Certificates to the
target popul ation. The Issuer's nmarketing plan will cover the follow ng
i ssues:

(1) identify the primry and secondary markets and how marketi ng
efforts directed to these markets will result in sales to individuals
in the target popul ation

(2) describe the distribution and sale systemto be used, the
mar keti ng nethods to be used, and how these are appropriate to reach
the target popul ation;

(3) detail the resources and materials to be used and how t hese
will result in sales to the target popul ation; and

(4) describe the methods to be used to nonitor success in
marketing a substantial portion of their Partnership Policies and
Certificates to the target popul ation.

(d) Each Issuer will annually, by July 1, subnmit to the Departnent of
Heal th Servi ces an assessnment of the nunber and proportion of sales
made during the prior year to the target popul ation and an updated
mar ket plan for the next year.

(e) Participating Issuers will cooperate in evaluation studies to
neasure the success of efforts to reach the target popul ati on by
mai | i ng surveys prepared by The California Partnership for Long-Term
Care to a representative sanple of their California policy or
certificate hol ders who purchase non-Partnership policies or
certificates. Participating insurers shall also submt individual |evel
data on their sales of non-Partnership policies for the prior year to
t he Departnent by March 31.

(f) Each prospective Issuer shall each year contribute to a fund to be
used for common educational and narketing expenses for reaching the
target population in an anmount to be negotiated by the California
Partnership for Long-Term Care and the participating |ssuers. The



amount of each participating |Issuer's required annual contribution will
in no case be | ower than $10,000 or the equivalent of $10,000 in "in-
ki nd" servi ces.

(g) Issuers shall nake reasonable efforts to deternine the
appropriateness of a reconmended purchase or replacenent in accordance
with the criteria for the target popul ation and I nsurance Code Sections
10234. 95, 10235.16, and 10235.17.

(h) Participating |ssuers who replace existing policies and
certificates with Partnership Policies or Certificates, or who repl ace
Partnership Policies or Certificates, shall forward to the Departnent
of Health Services one copy of the "Notice To Applicants Regarding
Repl acenents of Accident and Sickness or Long-Term Care | nsurance”
requi red under the Insurance Code Section 10235.16(b) and (d).

The fact that a Partnership Policy or Certificate provides a Medi-Ca
Property Exenption shall not in itself, wthout otherw se determ ning
t he appropriateness of the replacement of current |ong-termcare
coverage, be deenmed as a transaction that materially inproves the

i ndividual's position within the neani ng of Insurance Code Section
10235. 16(d) .

(i) Agents shall make reasonable efforts to avoid selling Partnership
Policies or Certificates to Medi-Cal beneficiaries unless:
(1) a third party pays the prem um and

(2) both the prospective Policy or Certificate holder and the
third party sign a statenent acknow edgi ng that the applicant is a
Medi - Cal beneficiary but wants private coverage for which the third
party will pay the premium The statenent nust be subnmitted with the
application and shall be retained in the Issuer's files.

(j) Issuers shall not issue or deliver a Partnership Long-Term Care
I nsurance Policy or Certificate with know edge that the individual is
entitled to benefits under another |ong-termcare insurance policy or
certificate, unless:

(1) the existing policy is in force under a non-forfeiture
benefit provision; or

(2) the existing policy or certificate is being replaced by
i ssuance or delivery of the new Partnership Policy or Certificate

58052. Marketing and Di scl osure Requirenents.

(a) Every Issuer shall subnit a copy of any advertisenents, educationa
and/or sales materials intended for use with Partnership Policies or
Certificates to the Departnment of Health Services for review and
approval at least thirty (30) days before dissenination. These



materials are deenmed approved unl ess the Departnment of Health Services
formal |y di sapproves themwi thin thirty (30) days of receipt.

(b) Policies or Certificates deenmed to neet the requirenents of this
Chapter shall be designated by the presence of the official |ogo of the
California Partnership for Long-Term Care. The official |ogo shall be
printed on every Partnership Policy or Certificate, and all application
fornms, sales materials, and other information used by the Issuer in
conjunction with the sales and marketing of Partnership Policies and
Certificates. Subject to the conditions in this Section, all materials
bearing this | ogo nust be reviewed and approved by the Departnent of
Heal t h Servi ces.

(c) No long-termcare insurance Policy or Certificate may be
advertised, solicited, or issued for delivery in this state as a

Part nership Long-Term Care | nsurance Policy or Certificate unless the
| ssuer does the foll ow ng:

(1) provides the Departnent of Health Services with a witten
summary of the methods the Issuer will use to alert the consuner, prior
to presentation of an application for a Partnership Policy or
Certificate, of the availability of consuner information and public
education provided by the California Departnent of Aging's Health
I nsurance Counseling and Advocacy Program

(2) uses applications to be signed by the applicant which
i ndi cates, that the applicant;

(A) received, prior to the presentation of an application or
enrollment form a conplete description of the California Partnership
for Long-Term Care in a formand format prepared by the Departnent of
Heal th Services, including an expl anation of Asset Protection provided
by the programand how it is achieved and the Health | nsurance
Counsel i ng and Advocacy Programis toll free consuner information
nunber; and

(B) received, prior to the presentation of an application or
enrollment form a copy of a long-termcare i nsurance shoppers gui de
approved by the California Partnership for Long-Term Care; and

(O received a statenent regarding Medi-Cal eligibility and
benefits that shall be in the follow ng format:

"NOTI CE TO APPLI CANT REGARDI NG MEDI - CAL ELI G BI LI TY

| understand that eligibility for Medi-Cal is not automatic; an
application is necessary. Once ny long-termcare insurance begins
payi ng benefits, the insurer will send ne quarterly statenents show ng
how nuch asset protection | have earned. This permanent asset
protection is in addition to any asset exenptions available to any
Californian applying for Medi-Cal. | understand that should I want to
apply for Medi-Cal it is ny responsibility to conplete the application



process. | further understand that before receiving Medi-Cal | wll
first have to use any additional assets | have not protected. I|f |
become a Medi - Cal beneficiary, | understand that | may have to apply a
portion of my incone toward the cost of ny care, and that Medi-Ca
services at that time nay not be the same services | was receiving
under my private long-termcare insurance.

(Signature of Applicant(s))"

(D) agrees to the release of information by the Issuer to the
State as may be needed to evaluate the California Partnership for Long-
Term Care and to provide the necessary verification to docunent the
applicant's Medi-Cal Property Exenption, in the follow ng format:

" CONSENT AND AUTHORI ZATI ON TO RELEASE | NFORMATI ON

| hereby agree to the release of all records and information
pertaining to this long-termcare insurance policy or certificate to
the State of California for the purposes of docunenting ny Medi-Ca
asset disregard under the Medi-Cal program evaluating the California
Partnership for Long-Term Care, and neeting Departnment of Health
Servi ces or Departnent of Insurance audit or quality control
requi renents.

As part of the evaluation of the California Partnership for Long-
Term Care, the State is trying to determnmine how well this programis
reachi ng people with varying amounts of incone and assets. You will
therefore be asked to fill out a brief survey, prepared by the State,
and indi cate what range your incone and assets fall into.

| understand that the information contained in these records will
be used for no purpose other than those stated above, and will be kept
strictly confidential by the State of California.

(Signature of Applicant(s))"

(E) Received a graphic conparison in a form provided by the
California Partnership for Long-Term Care showi ng the benefit |evels of
a Policy or Certificate that increases benefits at a conpounded annua
rate of not less than five percent (5% over the Policy or Certificate
period with a policy or certificate that does not increase benefits.
The graphic conparison shall show benefit levels over at |east a twenty
(20) year period. The conparison will also illustrate the costs the
Policy or Certificate holder would pay out of their own incone or
assets for nursing hone care between a Policy or Certificate that does
not increase benefits and;

1. an expense reinbursable Policy or Certificate that increases
benefits but not prem uns over the Policy or Certificate period; and



2. an expense incurred Policy or Certificate that increases
prem unms and benefits over the Policy or Certificate period.

(F) Received a statenent regarding the absence of a Mdi-Ca
residential care facility benefit if the application is for a Nursing
Facility and Residential Care Facility Only Policy or Certificate with
the foll owing features:

1. Benefit Eligibility is based on deficiencies in two Activities
of Daily Living; and

2. the lifetinme maxi num benefit is |l ess than seven hundred thirty
(730) times the Nursing Facility per diem benefit.

(G Issuers that market by direct nail response w thout sales
agents will neet the requirenents of Subsections (c¢)(2)(A) and (B)
above, by using applications, to be signed by the applicant, that
i ndi cate the applicant received the specified publications and
information prior to conpleting the application or enrollnment form

58053. Conversion of Policies or Certificates.

(a) Conversion of Non-Partnership Policies or Certificates to
Part nership Policies.

Each participating |ssuer which has previously sold non-Partnership
long-termcare insurance policies or certificates shall nmake the
followi ng provisions for its policy or certificate holders who are not
in benefit status or in the process of satisfying the policy or
certificate elinination period;

(1) Individual policy holders who hold non-Partnership policies
on the date when the participating Issuer's Policy is first avail able
for purchase shall have a right to convert to a Partnership Policy at
any tine during the period the Issuer is a participating |ssuer
However, the policy holder's right to convert may be limted to one-
time only if the Issuer elects to provide witten notification to each
i ndi vidual policy holder of the right to convert to a Partnership
Policy within twelve nmonths (12) of the date the participating |ssuer
is approved and allows the policy holder a mininum wi ndow of at | east
sixty (60) days to convert to a Partnership Policy.

(2) Each hol der of a non-Partnership certificate shall be
afforded the right to convert to a Partnership Certificate if the
enpl oyer or entity who holds the group policy elects to nake avail abl e
a Partnership Certificate to any of its enployees or nenbers. If the



enpl oyer or entity so elects, the holders of non-Partnership
certificates shall be provided witten notification and all owed, at
m ni mum a w ndow of at |east sixty (60) days to convert to a
Partnership Certificate.

(3) Except as provided in (4) below, participating |ssuers shal
allow current policy or certificate holders to convert to a Partnership
Policy or Certificate based upon full underwiting criteria no nore
stringent than if the policy or certificate holder were applying for
coverage under a certified Policy or Certificate.

(4) Participating Issuers shall allow current policy or
certificate holders with policies or certificates in effect for |ess
than twenty-four (24) nonths to convert to a Partnership Policy or
Certificate based on underwiting criteria no nore stringent than
specified in (5) belowif either of the followi ng conditions are mnet:

(A) the current policy or certificate converts nursing hone care
only and the policy or certificate holder is converting to a
Partnership Nursing Facility and Residential Care Facility Only Policy
or Certificate with a lifetinme maxi num benefit that is no greater than
the lifetime maxi nrum benefit of the current policy or certificate; or

(B) the current policy or certificate covers hone and comunity-
based care and nursing hone benefits and the policy or certificate
hol der is converting to a Partnership Conprehensive Policy or
Certificate with a lifetine nmaxi mum benefit no greater than the
lifetinme maxi num benefit of the current policy or certificate.

(5) Participating Issuers shall allow current policy or
certificate hol ders who neet the conditions of (4) above to convert to
a Partnership Policy or Certificate based on either no underwiting or
underwriting that only disqualifies the policy or certificate hol der
fromconverting to a Partnership Policy or Certificate if he or she is:

(A) currently in benefit status or satisfying an elinination
peri od; and/or

(B) currently receiving Formal or Infornal Long-Term Care
Services which woul d reasonably indicate that the policy or certificate
hol der woul d neet or shortly nmeet (within 1 year) the Insured Event
criteria were the policy or certificate holder to be assessed; and/or

(C currently using anbul ati on devices or medi cal equi prent that
woul d reasonably indicate that the policy or certificate hol der would
neet or shortly nmeet (within 1 year) the Insured Event criteria were he
or she to be assessed.



(6) When a participating |Issuer replaces the current policy or
certificate of its policy or certificate holder with a Partnership
Policy or Certificate, the Issuer shall acknow edge the prior coverage
by granting a premumcredit for each full year the original policy or
certificate was in force toward all subsequent prem um paynments for the
repl acenent Policy or Certificate as specified in Section 58066(b).

(b) Conversion of Partnership Policies and Certificates to Non-
Partnership Status. The prospective Issuer of a non-Partnership policy
or certificate to a holder of a current Partnership Policy or
Certificate shall require the applicant to sign a formstating that

he/ she recogni zes that the new policy or certificate does not conform
to certification standards and that the Medi-Cal Property Exenption
feature will no longer apply. This provision shall apply regardl ess of
whet her the original Partnership Policy or Certificate was issued by
the Issuer of the new non-Partnership policy or certificate.

(c) Conversion of Non-tax-qualified Partnership Policies or
Certificates to Tax Qualified Partnership Policies or Certificate.

Each participating |Issuer which sold Non-tax qualified Partnership
long-termcare insurance Policies or Certificates after January 1, 1997
shal |l nake the follow ng provision for its policy or certificate
hol ders:

(1) Notify each Policy or Certificate holder of the availability
of a Tax-Qualified Partnership Policy or Certificate within ninety (90)
days after such a Policy of Certificate first becomes avail able; and

(2) Al'low each Policy or Certificate holder a m ni mum w ndow of
at least sixty (60) days to convert to a Tax-Qualified Partnership
Policy or Certificate with simlar coverage, a premn um based on
original issue age, and wi thout new underwriting.

58054. Conversion of Certified Policies and Certificates to Non-
Certified Status.

58055. Issuer's Liability.

| ssuers of Partnership Policies or Certificates approved by the
California Partnership for Long-Term Care shall be held liable for
intentional or fraudulent naterial msrepresentation nade by any agent,
broker, solicitor, or Issuer representative regarding any feature or
benefit of a Partnership Policy or Certificate that causes financi al
harmto the Policy or Certificate holder. In addition to any other
applicable requirenments of California Insurance Code, the |Issuer shal
be liable for the difference between the benefit prom sed by the agent,



broker, solicitor, or other Issuer representative and the actua

benefit provided under the Policy or Certificate. The liability of

| ssuers shall not diminish or otherwise nmitigate the statutory
obligations and liabilities of |licensed agents and brokers, solicitors,
or other Issuer representatives.

58056. Agent Trai ni ng.

(a) Issuers shall provide witten evidence to the Departnent of

I nsurance that procedures are in place to assure that no agent, broker
solicitor, or individual will be authorized to market, sell, solicit,
or otherw se contact any person for the purpose of marketing a

Part nershi p Long-Term Care Insurance Policy or Certificate unless the
agent, broker, solicitor, or individual has conpleted eight (8) hours
of education on long-termcare in general that neet the requirenents of
Section 10234.93, Chapter 2.6 of Part 2 of the Insurance Code and eight
(8) hours of training in a live classroomsetting on the California
Partnership for Long-Term Care in particular. Such assurances shall be
in the formof a docunent signed by the agent, broker, solicitor, or

i ndi vidual and a representative of the conpany attesting to the
conpletion of the required training by the agent, broker, solicitor, or
i ndi vi dual and subnitted to the Department of I|nsurance.

(b) Issuers shall provide witten evidence to the Departnent of

I nsurance that procedures are in place to assure that no agent, broker
solicitor, or individual will be authorized to market, sell, solicit,
or otherw se contact any person for the purpose of marketing a

Part nershi p Long-Term Care Insurance Policy or Certificate unless,
prior to each license renewal, the agent, broker, solicitor, or

i ndi vidual conpletes eight (8) hours of education in a live classroom
setting on the California Partnership for Long-Term Care. This
educational requirenment is in addition to the requirenents of Section
10234.93, Chapter 2.6 of Part 2 of the Insurance Code, which the agent
nmust conplete prior to taking the 8 hour training on the California
Partnership for Long-Term Care. For |icensees issued a |license after
January 1, 1992, the Partnership education requirenent shall be nmet by
conpl eting four (4) hours of such education in each |icensure year
Assurances that the education requirenents have been net shall be in
the formof a docunment signed by the agent, broker, solicitor, or

i ndi vidual and a representative of the conpany attesting to the
conpletion of the required training by the agent, broker, solicitor, or
i ndi vidual and subnitted to the Department of I|nsurance.

(c) Issuers shall use only curriculumand instructors approved by the
Departnent of |nsurance and the California Partnership for Long-Term
Care.

(d) The curriculumfor training courses on the California Partnership
for Long-Term Care used for continuing education shall be subnitted for
approval to the Departnent of Insurance and to the California
Partnership for Long-Term Care on an annual basis no |later than January
1

(e) Issuers that are self-funded and not otherw se subject to
conpliance with the California Insurance Code shall be exenmpt fromthe



reporting requirenments of this Section. Self-funded |ssuers shal
submit to the California Partnership for Long-Term Care witten

evi dence that individuals authorized to market, sell, solicit, or

ot herwi se contact persons for the purpose of marketing Certified
Policies or Certificates have conpleted training equivalent to the
requi renents of this Section. Self-funded Issuers shall also use only
curriculumand instructors approved by the California Partnership for
Long- Ter m Car e.

58057. Termination of Issuer Participation

(a) Approval of the long-termcare Partnership Policy or Certificate of
each Issuer is conditional upon the Issuer fully conplying with al

requi renents of this Chapter. The Director of the Departnment of Health
Services may disqualify any Issuer fromparticipation in the California
Partnership for Long-Term Care, and nay renpve the approval status of
any Partnership Policy or Certificate issued by an |Issuer, whenever the
| ssuer fails to conply with any and all requirenents of this Chapter

(b) Any disqualification of an Issuer fromparticipation in the
California Partnership for Long-Term Care, or the renmpoval of the
certification of any Partnership Policy or Certificate, shall be after
noti ce and hearing conducted in accordance with Chapter 5, Part 1
Division 3, Title 2 of the Governnent Code (sections 11500 et seq.).

(c) The Director may tenporarily suspend any |ssuer from participation
in the California Partnership for Long-Term Care prior to a hearing
when there is a substantial probability that federal financial
participation will be adversely inpacted by the Departnment's continued
certification of the Issuer's Policy or Certificate or by the Issuer's
continued participation in the California Partnership for Long-Term
Care, or where the activities of the participating |Issuer are either
detrinmental to the public interest or adversely inpact other
participating |ssuers, Partnership Policy or Certificate hol ders, or
the California Partnership for Long-Term Care. The Director shal
notify the Issuer of any tenporary suspension, and the effective date
thereof, and at the sane tine shall serve the Issuer with a witten
description of the basis for the suspension. Upon the receipt of a
noti ce of defense fromthe Issuer, the Director shall set the matter
for hearing within 30 days after receipt of such notice. The tenporary
suspensi on shall remain in effect until such time as the hearing is
conpl eted and the Director has made a final deternination on the
nerits. The tenporary suspension shall be deemed vacated if the
Director fails to nake a determination on the nerits within 60 days
after the hearing was conpl et ed.

(d) If the Departrment of Health Services withdraws fromthe California
Partnership for Long-Term Care or renoves the certification status of
any long-termcare insurance Policy or Certificate, a Policy or
Certificate hol der who purchased a Policy or Certificate while the

Policy or Certificate was certified will retain his or her right to the
Medi - Cal Property Exenption. An individual who applies for any policy
or certificate after the renoval of certification status will have no

right to the Medi-Cal Property Exenption.



(e) Any Issuer whose approval to market Partnership Policies or
Certificates is renmpbved by the Director or any issuer who discontinues
selling a Partnership-approved Policy or Certificate, shall continue to
conmply with all requirenments of this Chapter including the
docunentati on and reporting requirenents set forth in Article 6.

58058. Conditions Governing Discontinuance of Sales by the Issuer

Pursuant to the authority granted by Welfare and Institutions Code
Section 22005(e) and | nsurance Code Section 12921, the follow ng shal
apply:

(a) No Partnership Long-Term Care |Insurance Policy or Certificate shal
be sold, transferred, or otherw se ceded to another |ssuer without
first having obtained approval fromthe Comi ssioner of the Departnent
of I nsurance.

(b) The Conmi ssioner of the Departnent of I|nsurance shall not approve
any sale, transfer, or ceding of any Partnership Long-Term Care

I nsurance Policy or Certificate if such action would result in prem um
i ncreases for either the transferred Policy or Certificate holders or
the Partnership Policies or Certificates that were not transferred,

unl ess the Conmi ssioner determ nes such a sale, transfer, or ceding to
be in the public interest. The provision does not apply to:

(1) any reinsurance agreenent or transaction in which the ceding
| ssuer continues to remamin directly liable for its insurance
obligations or risks under the contracts of insurance subject to the
rei nsurance agreenent; and

(2) the ceding Issuer remmins responsible for conplying with al
requi renents of this Chapter and those inmposed by Insurance Code
Sections 1070 et seq. and 1090 et seq.

(c) Self-funded Issuers not subject to conpliance with the California
I nsurance Code are exenpt fromthe requirenents of this Section

58059. Required Benefits for Partnership Policies and Certificates.

No | ong-term care insurance policy or certificate nmay be approved,
advertised, or solicited, in this state as a Partnership Long-Term Care
I nsurance Policy or Certificate which does not neet the standards of
Article 3, and which has not been certified by the Departnent of Health
Services and approved by the Comm ssioner of the Departnent of

I nsurance as a Partnership Long-Term Care |nsurance Policy or
Certificate. A Partnership Long-Term Care | nsurance Policy or
Certificate shall contain the followi ng benefits and features:

(a) coverage for either nursing facility and Residential Care Facility
only, or Conprehensive Benefits. Policies or Certificates covering only
nursing facility and Residential Care Facility benefits shall display
prom nently on page one (1) of the Policy or Certificate:



"NURSI NG FACI LI TY AND RESI DENTI AL CARE FACI LI TY ONLY" POLICY
[ CERTI FI CATE]

Policies or Certificates covering Nursing Facility, Residential Care
Facility, and hone and community-based benefits shall display
prom nently on page one (1) of the Policy or Certificate:

" COVPREHENSI VE" PCLI CY [ CERTI FI CATE]

(b) a lifetinme maxi mum benefit that is set in dollars and not in days
or other units of care;

(c) a lifetinme maxi mum benefit which at the tine of purchase is
equivalent in dollars to at | east three hundred sixty-five (365) tines
seventy percent (70% of the Average Daily Private Pay Rate for Nursing
Facilities;

(d) if a Partnership Nursing Facility and Residential Care Facility
Only Policy or Certificate, it shall provide a Residential Care
Facility as well as a nursing facility benefit;

(e) if a Partnership Conprehensive Benefits Policy or Certificate, it
shall provide a Respite Care, a Residential Care Facility, and a
Nursing Facility Benefit as well as the follow ng hone and comunity-
based care benefits:

(1) Honme Health Care;

(2) Adult Day Health/ Social Care;

(3) Personal Care Services;

(4) Honemeker Services; and

(5) Hospice Care.

The definitions of these services nust be identical to those
contained in Article 1, and nust appear verbatimin any Partnership
Policy or Certificate.

(f) Care Managenent services by a Care Managenent Provider Agency.
Changes for the initial assessnent and individualized Plan of Care
provided by a Care Management Provi der Agency shall not be considered
as a claimcost. Charges for coordinating the provision of care and
noni toring services can be considered as a claimcost. |nsurance
benefit paynents can count toward the Medi-Cal Property Exenption to
the extent they are for Long-Term Care Services Countable Toward Medi -
Cal Property Exenption delivered to insured individuals and are part of
an individualized Plan of Care approved by the State-approved Care
Managenent Provi der Agency as the result of a face-to-face assessment



conducted by the Care Managenent Provider Agency (or its Qualified
O ficial Designee).

(g) the Benefit Eligibility definition (appropriate for the type of
Policy or Certificate), and the related definitions for Activities of
Daily Living, Severe Cognitive |npairnment, Hands-on Assistance, Standby
Assi stance, Substantial Supervision, Licensed Health Care Practitioner
Plan of Care, and Qualified Long-Term Care Services used to deternine
eligibility for benefits and when benefits begin counting toward the
Medi - Cal Property Exenption. These definitions nust be identical to
those contained in Article 1, and nust appear verbatimin any
Partnership Policy or Certificate, except that policies or certificates
i ssued by Issuers that are self-funded and not otherw se subject to
conpliance with the California Insurance Code nay use in a Partnership
Policy or Certificate different criteria for determning eligibility
for policy benefits so long as the Policy or Certificate conplies with
the requirenents of Section 7702B of the Internal Revenue Code, and so
long as the criteria used are approved by the Departnment of Health
Servi ces.

(1) The Partnership will prescribe or approve the precise
instruments to be used to deternine if a Policy or Certificate hol der
has met the Benefit Eligibility definition. The Mental Status
Questionnaire (M5Q, and the Folstein Mni Mental State Exani nation
will be used to assess Severe Cognitive Inpairment. Policy and
Certificate holders will be deened to have net the Severe Cognitive
Impairment criteria for the Benefit Eligibility by:

(A) failing to answer correctly at |east seven of the ten
guestions on the MSQ test; or

(B) exhibiting specific behavior problens requiring daily
supervision, including but not limted to wandering, abusive or
assaul tive behavi or, poor judgnent or uncooperativeness which poses a
danger to self or others, and extrene or bizarre personal hygi ene
habits, and failing to answer correctly at |east four questions on the
MSQ or achieving a score of 23 or lower on the Folstein Mni Mental
St at e Exami nati on.

(2) To determine Benefit Eligibility based on Activities of Daily
Li vi ng,

(A) In a Conprehensive Policy or Certificate 2 Activities of
Daily Living shall be used for hone and community-based and Residentia
Care Facility benefits and either 2 or 3 Activities of Daily Living
shall be used for the Nursing Facility benefit.

(B) In a Nursing Facility and Residential Care Facility Only
Policy or Certificate, either 2 or 3 Activities of Daily Living shal
be used.



(h) either the Elimnation Period definition contained in Section
58010(a) nust appear verbatim or the definition specified in Section
58010(b) which defines the nunber of days the insured nust be disabl ed
before the benefits are covered by the Policy or Certificate, nust be
used in any Partnership Policy or Certificate. The Elimnation Period
shall not be less than thirty days (30) for Partnership Policies and
Certificates with lifetime maxi mum benefits which at tinme of purchase
are equivalent in dollars to |l ess than seven hundred and thirty (730)
tinmes the Average Daily Private Pay Rate for Nursing Facilities. An
Eli mi nati on Period of not nore than ninety days (90) shall be used in
Partnership Policies and Certificates with lifetine naxi num benefits
which at tinme of purchase are equivalent in dollars to at |east seven
hundred and thirty (730) times the Average Daily Private Pay Rate for
Nursing Facilities;

(i) upon the issue date, if issued as an expense rei nbursable Policy;
(1) a nursing facility per diembenefit of no |l ess than seventy

percent (709 of the Average Daily Private Pay Rate for Nursing

Facilities, rounded to the nearest nultiple of ten dollars ($10);

(2) a Residential Care Facility benefit that is not less than
seventy percent (70% and not nore than one hundred percent (100% of
the nursing facility per diem benefit contained in the Partnership
Policy or Certificate;

(3) a Respite Care Benefit in Policies or Certificates with
Conpr ehensi ve Benefits that is not subject to the Elimnation Period
and not less than a total of 21 days in any cal endar year for care in a
Nursing Facility, Residential Care Facility, or in a hone or a
conmuni ty- based program The Respite Care benefit is payable at the
daily and nmonthly maxi num benefit anounts applicable for the type of
service being used to provide the Respite Care; and

(4) rmonthly home and conmunity-based care benefits, for
Partnership Policies or Certificates with Conprehensive Benefits, of at
| east fifty percent (50% and no nore than one hundred (100% of the
nursing facility per diem benefit provided in the Partnership Policy or
Certificate, nmultiplied by thirty. The home and comunity-based care
benefits shall be issued in increments of ten percent (10%. |nsurance
products approved for residents in continuing care retirenent
comunities are exenpt fromthis provision

(j) upon the issue date, if issued on an expense incurred basis,
benefits that pay no | ess than seventy percent (70% and no nore than
one hundred (100% of the cost incurred by the insured for all covered
servi ces;

(k) an inflation protection provision which satisfies one (1) of the
following criteria:

(1) if the Partnership Policy or Certificate is issued on an
expense incurred basis, as specified in Section 58059(j), the lifetine



maxi mum benefit must automatically increase at five percent (5% each
year over the previous year for each year that the contract is in force
with the follow ng exception: the Partnership Policy or Certificate may
be issued with a lifetine maxi mum benefit that automatically increases
each year by a fixed anpbunt equal to five percent (5% of the origina
anmount issued provided that the applicant is seventy (70) years of age
or over at the tine the application is taken, the applicant is first

of fered an inflation protection provision that automatically increases
by five percent (5% each year over the previous year for each year
that the contract is in force, and the applicant is given a graph which
illustrates the difference in policy benefits payabl e between the two
inflation protection provisions and the cost of care; or

(2) if the Partnership Policy or Certificate is issued on an
expense rei nmbursabl e basis, the nursing facility per diembenefit, the
lifetinme maxi num benefit, and the nonthly hone and conmunity-based care
benefit if a Conprehensive Benefits Policy or Certificate, mnust
automatically increase at five percent (5% each year over the previous
year for each year that the contract is in force, with the follow ng
exception: the Partnership Policy or Certificate nay be issued with a
nursing facility per diembenefit, a lifetinme maxi num benefit, and a
nmont hl y hone and comunity-based care benefit if a Conprehensive
Benefits Policy or Certificate, that automatically increases by five
percent (5% each year over the ampunt initially issued provided that
the applicant is seventy (70) years of age or over at the tinme the
application is taken, the applicant is first offered an inflation
protection provision that automatically increases by five percent (5%
each year over the previous year for each year that the contract is in
force, and the applicant is given a graph which illustrates the
difference in policy benefits payabl e between the two inflation
protection provisions;

(1) a Shortened Benefit Period Non-Forfeiture Benefit, or a
provision that gives the Policy or Certificate holder the option to
elect, at the tinme the Partnership Policy or Certificate is issued, to
pay an extra premumfor a rider providing such a benefit. The
Shortened Benefit Period Non-Forfeiture Benefit nust have the foll ow ng
f eat ures:

(1) eligibility begins no later than after ten (10) years of
prem um paynents;

(2) the lifetinme maxi num benefit is no | ess than the dollar
equi val ent of three (3) nonths of care at the nursing facility per di em
benefit contained in the Partnership Policy or Certificate and, in the
case of an expense reinbursable Policy or Certificate, the nursing
facility per diemand nonthly hone and conmunity-based care benefit, if
a Conprehensive Benefits Policy or Certificate, are no less than the
benefits already contained in the Policy or Certificate.

(3) the lifetinme maxi rum benefit, and, in the case of an expense
rei nbursable Policy or Certificate, the nursing facility per diem



benefit, and the nmonthly honme and community care benefit if a

Conpr ehensive Benefits Policy or Certificate, increases each year in

t he sane anmount and is conputed in the same manner as the inflation
protection provision issued with the Policy or Certificate as specified
in subsection (k) of this section

(4) the lifetime maxi num benefit may be reduced by the anount of
any cl ai s al ready paid,;

(5) Cash back, extended term and reduced paid-up forns of non-
forfeiture benefits will not be allowed. O her non-forfeiture benefits
that nmeet the requirenments of this Section may be allowed if they are
acceptable to the Departrment of Health Services and the Departnent of
I nsur ance.

(m Self-funded Issuers not subject to California Insurance Code
are exenpt from

(1) the requirenent of Subsection (e) that the definition for
Homenaker Services be used verbatimin each Conprehensive Policy and
Certificate as long as the definition confornms to Section 58017; and

(2) the requirenent of Subsection (i)(2) to include a Residentia
Care Facility Benefit that is no | ess than seventy percent (70% of the
nursing facility per diem benefit contained in the Partnership Policy
or Certificate, as long as a Residential Care Facility Benefit is
included at no less than fifty percent (50% of the nursing facility
per diem benefit contained in the Partnership Policy or Certificate.

58060. Required Provisions for Partnership Policies and Certificates.

Partnership Long Term Care Policies or Certificates shall contain the
foll owi ng provisions:

(a) a provision that benefits may not be paid in excess of actua

char ges.

(b) a provision that the long-termcare services covered by the
Partnership Policy or Certificate may not be delivered by a nenber of
the individual's famly, unless:

(1) the family nenmber is a regular enpl oyee of an organi zation
which is providing the services; and

(2) the organization receives the paynment for the services; and



(3) the fanm|ly nenber receives no conpensation other than the
normal conpensation for enployees in his or her job category.

(c) a provision to protect against unintentional |apse that provides
the foll ow ng:

(1) No individual long-termcare Policy or Certificate shall be
i ssued until the Issuer has received fromthe applicant either of the
fol | owi ng:

(A) Awitten designation of at |east one Authorized Designee, in
addition to the applicant, who is to receive notice of |apse or
term nation of the Policy or Certificate for nonpaynment of prenium

(B) Awitten waiver dated and signed by the applicant electing
not to designate additional persons to receive notice.

(2) The applicant has the right to designate at |east one
Aut hori zed Designee who is to receive the notice of term nation, in
addition to the insured. Designation shall not constitute acceptance of
any liability on the third party for services provided to the insured.
The formused for the witten designation rmust provide space clearly
designated for listing at | east one Authorized Designee. The
designation shall include each Authorized Designee's full name and hone
address. The Issuer shall notify the insured of the right to change
this witten designation, no | ess often than once every two years. |In
the case of an applicant who el ects not to designate an additiona
person, the waiver shall state:

"Protection Against Unintended Lapse.

| understand that | have the right to designate at |east one
Aut hori zed Desi gnee other than nyself to receive notice of |apse or
term nation of this long-termcare insurance policy for nonpaynent of
prem um | understand that notice will not be given until 30 days after
a premumis due and unpaid. | elect not to designate any person to
receive this notice."

(3) When the Policy or Certificate hol der pays the premumfor a
Partnership Long-Term Care | nsurance Policy or Certificate through a
payrol | or pension deduction plan, the requirements contained in
paragraph (1) need not be net until 60 days after the Policy or
Certificate holder is no longer on that deduction payment plan. The
application or enrollnment formfor a Partnership Long-Term Care
I nsurance Policy or Certificate shall clearly indicate the deduction
payment plan selected by the applicant.

(4) No individual long-termcare Policy or Certificate shal
| apse or be term nated for nonpaynent of prenmium unless the Issuer, at



| east 30 days prior to the effective date of the |apse or termination
gives notice to the insured and to those Authorized Desi gnees naned
pursuant to paragraph (1), at the address provided by the insured for
pur poses of receiving notice of |apse or term nation. Notice shall be
given by first-class United States mail, postage prepaid, no | ess than
30 days after a premiumis due and unpaid. Notice shall be deenmed to
have been given as of five days after the date of mailing.

(5) In addition to the requirenment in Subsection (c)(1), a
Partnership Long-Term Care | nsurance Policy or Certificate shal
i nclude a provision which, in the event of |apse, provides for
reinstatement of coverage, if the Issuer is provided with proof of the
insured's Cognitive Inpairnent or |oss of functional capacity. This
option shall be available to the insured if requested within five
nonths after term nation and shall allow for the collection of past due
prem um where appropriate. The standard of proof of Severe Cognitive
I mpai rment or | oss of functional capacity shall not be nore stringent
than the benefit eligibility criteria on Severe Cognitive | npairment or
the I oss of functional capacity contained in the Policy or Certificate.

(d) a provision that benefits shall only be paid after the paynent of
all other benefits to which the Policy or Certificate holder is
otherwi se entitled, excluding Medi-Cal. The |Issuer shall nake
reasonabl e efforts to determ ne whether benefits are available from
other policies or certificates or from Medicare. Benefits are not
payabl e for Medi care co-paynments and deducti bl es.

(e) a statenment on the outline of coverage, the Policy or Certificate
application, and the Policy or Certificate in bold type and in a
separate box as foll ows:

"THE BENEFI TS PAYABLE BY TH S POLI CY [ CERTI FI CATE] QUALI FY FOR MEDI - CAL
ASSET PROTECTI ON UNDER THE CALI FORNI A PARTNERSHI P FOR LONG- TERM CARE.

ELIG BILITY FOR MEDI - CAL |'S NOT AUTOVATIC. | F AND WHEN YOU NEED MEDI -
CAL, YOU MUST APPLY AND MEET THE ASSET STANDARDS | N EFFECT AT THAT
TIME. UPON BECOM NG A MEDI - CAL BENEFI Cl ARY, YOU WLL BE ELI @ BLE FOR
ALL MEDI CALLY NECESSARY BENEFI TS MEDI - CAL PROVI DES AT THAT TI ME, BUT
YOU MAY NEED TO APPLY A PORTI ON OF YCOUR | NCOVE TOMARD THE COST OF YOUR
CARE. MEDI - CAL SERVI CES MAY BE DI FFERENT THAN THE SERVI CES RECEI VED
UNDER THE PRI VATE | NSURANCE

(f) a provision that, in the event a non-Mdicaid national or State
long-termcare programis created through public funding that
substantially duplicates benefits covered by Partnership Policies or
Certificates, the Policy or Certificate holder will be entitled to be
conpensated as foll ows:

(1) for Policies or Certificates issued before January 1, 1997,
or for Policies or Certificates issued after January 1, 1997 that are
not federally tax-qualified, the Policy or Certificate holder will be
entitled to select either a partial refund of premuns paid or a
reduction in future prem uns. An actuarial nethod for determning the
prem um refunds and prem umreductions will be nutually agreed upon by
the Departnent of |Insurance and the |Issuers. The anount of the prem um



refunds and reductions to be nmade by each Issuer will be based on the
extent of the duplication of covered benefits, the anpunt of past
prem um paynments, and cl ai ns experience. Each participating |Issuer's
prem umrefund and reduction plans shall be filed and approved by the
Depart ment of | nsurance.

(2) for Policies or Certificates issued after January 1, 1997,
that are federally tax-qualified, the Policy or Certificate holder wll
be entitled to select either a reduction in future prem uns or an
increase in future benefits. An actuarial method for determ ning the
prem um reductions and increases in future benefits will be nmutually
agreed upon by the Departnent of Insurance and the |Issuers. The anpunt
of the prem um reductions and benefit increases to be nade by each
| ssuer will be based on the extent of the duplication of covered
benefits, the anpbunt of past prem um paynments and cl ai ns experi ence.
Each participating |Issuer's prenm umreduction and benefit increase
pl ans shall be filed and approved by the Departnent of Justice.

(g) a provision for a waiver of premiumas specified in Section
58065(d) .

58061. Required Provisions to Allow the Increase or Decrease of
Benefits in Partnership Policies or Certificates.

Partnership Long-Term Care |Insurance Policies or Certificates shal
cont ai n:
(a) a provision that gives the Policy or Certificate holder the option
to elect, no less frequently than on each anniversary date after the
Policy or Certificate is issued, to pay an extra premiumfor one or al
of the followi ng three riders:

(1) a rider for a Nursing Facility and Residential Care Facility
Only expense reinbursable Policy or Certificate to increase the anmpunt
of the nursing facility per diem benefit, so long as the increase in
the per diemanount is issued in multiples of ten (10) in ten dollar
(%$10) increnents;

(2) a rider for a Conprehensive Benefit expense reinbursable
Policy or Certificate to increase the anount of the nursing facility
per diemand the nmonthly hone and community-based care benefit, so |ong
as the increase in the nursing facility per diemanmunt is issued in
multiples of ten (10) in ten dollar ($10) increnents and the nmonthly
home and community-based care benefit is issued in nultiples of ten
(10) and in the sane ratio to the nursing facility per diemas the
ratio in the original Policy or Certificate;

(3) a rider for an expense rei nbursable or expense incurred
Policy or Certificate to increase the lifetine naxi num benefit of



either a Nursing Facility and Residential Care Facility Only or a
Conpr ehensive Benefits Policy or Certificate.

The Issuer may require the Policy or Certificate holder to
undergo new underwiting, in addition to the paynent of an additiona
premum to qualify for the rider(s) elected. The Issuer may restrict
t he aggregate amount of additional coverage a Policy or Certificate
hol der may acquire by rider(s) to the maxi mum coverage allowed by this
Section or the maxi numthe Issuer allows when issuing a new Partnership
Policy or Certificate, whichever is |ess. The Issuer nmay use the sane
age restrictions for the issuance of any rider governed by this section
as the age limts, if any, that the Issuer uses for the issuance or
delivery of a new Partnership Policy or Certificate. The extra prem um
for the increased coverages el ected by the Policy or Certificate hol der
shal |l be calculated in accordance with Section 58066(a).

(b) a provision that, in the event the |Issuer devel ops new benefits
and/ or provisions not included in its original Partnership Policy or
Certificate or markets a replacenment Policy, the Issuer will grant
current holders of its Partnership Policies or Certificates who are not
in benefit or within the Elimnation Period the follow ng rights:

(1) they will be notified by the |Issuer of the availability of
t he new benefits and/or provisions within twelve nonths;

(2) they will be afforded an opportunity by the |Issuer to acquire
the new benefits and/or provisions in one of the follow ng ways:

(A) by adding a rider to the original Partnership Policy or

Certificate, in which case a separate premumw || be cal cul ated for
the rider based on the Policy or Certificate holder's attained age; the
premumfor the original Policy or Certificate will remain unchanged

based on age at issuance;

(B) by replacing their existing Partnership Policy or Certificate
with a subsequent Partnership Policy or Certificate issued by the
current Issuer, in which case consideration for past insured status
shal | be recogni zed by giving a five percent (5% premumcredit for
each full year the original Partnership Policy or Certificate was in
force toward all subsequent premi um paynments for the replacenent
Partnership Policy or Certificate as specified in Section 58066(b);

(O by replacing their existing Partnership Policy or Certificate
with a subsequent Partnership Policy or Certificate with a prem um
based on the insured's original issue age.

(3) they may have to undergo new underwiting, but the
underwiting can be no nore restrictive than if the Policy or
Certificate holder were applying for a new Partnership Policy or
Certificate.



(4) the Issuer of Partnership group Policies must offer current
group Policy holders the opportunity to have the new benefits and/or
provi sions extended to current Certificate holders, but the Issuer is
relieved of the obligations inposed by this provision if the hol der of
the group Policy declines the Issuer's offer

(c) a provision that gives the Policy or Certificate holder a right,
exercisable any tinme after the first year, to retain a Policy or
Certificate neeting all the requirenents of certification while
| owering the prem um subject to the follow ng conditions:

(1) the Policy or Certificate holder of an expense reinbursable
Policy or Certificate may:

(A) reduce the nursing facility per diemand the nonthly home and
conmuni ty- based care benefit (but not bel ow the m ni mum specified in
Section 58050(a) or (b)), and/or;

(B) reduce the lifetinme maxi mum benefit, but not bel ow the dollar
equi val ent of one hundred eight-two (182) tinmes seventy percent (70%
of the Average Daily Private Pay Rate for Nursing Facilities;

(2) the Policy or Certificate holder of an expense incurred
Pol i cy may;

(A) reduce the lifetime maxi num benefit, but not bel ow the dollar
equi val ent of one hundred eight-two (182) tinmes seventy percent (70%
of the Average Daily Private Pay Rate for Nursing Facilities;

(3) the Policy or Certificate holder of either an expense
rei mbursabl e or expense incurred Conprehensive Benefits Policy or
Certificate nay convert to a Nursing Facility and Residential Care
Facility Only Policy or Certificate with per diemnot |ess than the
m ni muns specified in Section 58050(b) and a lifetime maxi mum benefit
no |l ess than the dollar equival ent of one hundred eight-two (182) tines
seventy percent (70% of the Average Daily Private Pay Rate for Nursing
Facilities;

(4) the reduced nursing facility per diembenefit, lifetine
maxi mum benefit, and, if a Conprehensive Benefits Policy or
Certificate, nonthly honme and comunity-based care benefit, of an
expense reinmbursable Policy or Certificate, must increase each year in
t he sane anmount and be conputed in the same manner as the inflation
protection provision issued with the original Policy or Certificate as
specified in subsection (k) of Section 58059;



(5) the lIower premiumfor any reduced coverage Policy or
Certificate shall be calculated in accordance with 58066(c);

(6) in the event a Policy or Certificate is about to | apse, the
| ssuer shall advise the Policy or Certificate holder of the options to
| ower the prenmium by reduci ng coverage and of the prem uns, applicable
to the reduced coverage; if the Policy or Certificate has a Non-
Forfeiture Benefit rider, the Issuer shall also advise the Policy or
Certificate holder that the the original policy may be kept in force
for a shortened benefit period under the Non-Forfeiture Benefit rider

58062. Benefits and Provisions Allowable in Partnership Policies or
Certificates.

| ssuers are allowed to include the follow ng optional benefits and
provisions in Partnership Long-Term Care Policies and Certificates;

(a) additional benefits over the m ni mum benefits required in

Conpr ehensi ve Benefit Policies or Certificates by Section 58059(e), so
long as these benefits are for Long-Term Care Services Countable Toward
the Medi -Cal Property Exenption

(b) a provision to prorate honme and comunity-based care benefits based
on the percentage of the nonth a Policy or Certificate hol der was
eligible for benefits.

(c) a provision in expense reinbursable Policies and Certificates that
requires Policy or Certificate holders to pay co-paynents, not to
exceed twenty percent (20%, toward the cost of any hone and comunity-
based care benefits received in one day that exceed $50.

(d) the use of a Preferred Provider Organization (PPO to deliver
covered benefits and/or the use of a Point-of-Service rei nbursenent
schedul e that provides different reinbursenment rates for Policy or
Certificate holders who go out-of-plan to receive covered benefits,
provi ded that the rei nbursenent rates at |east neet the mininum
benefits specified in Section 58050.

(e) a provision that institutional and hone and community-based care
benefits need not be paid on the sane day.

58063. Prohi bited Provisions in Partnership Policies or Certificates.

The foll owi ng provisions may not be included in a Partnership Policy or
Certificate:
(a) a restoration of benefits;

(b) a second Elimnation Period,



(c) any cap on the daily or weekly (as opposed to nonthly) hone and
conmuni ty- based care benefits.

58064. Information for Establishing Allowable Benefits and M ni mrum and
Maxi mum Benefits.

The Departnment of Health Services shall distribute the following to
assist in inplenenting the requirenents of this Chapter

(a) a Long Term Care Issuer's Bulletin to participating Issuers. This
Long Term Care Issuer's Bulletin, to be issued in Novenber of each
year, will establish the Average Daily Private Pay Rate for Nursing
Facilities for the upcom ng cal endar year and establish the mi ni mum
benefits that may be covered in all Partnership Policies and
Certificates issued or delivered in the upcom ng cal endar year; and,

(b) a list of Long-Term Care Services Countable Toward the Medi-Ca
Property Exenption as identified in Section 58003.

58065. Basi c Preni um Provi si ons.

(a) The initial premunms for Partnership Policies and Certificates
i ssued or delivered shall either
(1) remain level for the life of the Policy or Certificate; or

(2) increase annually at the rate of no nore than five percent
(5% for each year the Partnership Policy or Certificate is in force,
in order to provide inflation protection.

(b) The initial premuns for all Partnership Policies and Certificates,
whet her such Policies or Certificates were issued or delivered with
prem unms that remain level for the life of the Policy or Certificate or
that increase annually at a rate no nore than of five percent (5),
shal | be:

(1) based on the age of the applicant; and,

(2) based on premiumrates for which there is a reasonable
expectation that rate increases will not be necessary in the future.
The Departnent of Health Services shall not certify a Policy or
Certificate and the Departnent of |nsurance shall not approve the
premumrates unless a determ nation is made, based on a review of the
Insurer's rate experience with prior offerings, financial condition
and an actuarial review of the rates and assunptions by the Depart nent
of Insurance, that there is a reasonabl e expectation that no rate
i ncrease on the Policy or Certificate will be necessary over the life
of the Policy or Certificate.



(c) The actuarial filings and prem um schedul es for indemity Policies
and Certificates shall be presented in units of ten dollars ($10).

(d) The premiumfor the original Partnership Policy or Certificate as
wel | as any optional rider(s) in force shall be waived during al

peri ods during which the Policy or Certificate holder is receiving
nursing facility or Residential Care Facility benefits under the Policy
or Certificate. Issuers may elect to waive prem uns when hone and
conmuni ty- based care services are received.

(e) Any lIssuer offering a guarantee of premiumon a long-termcare
Policy or Certificate nmust offer the guarantee for a period of no |ess
than ten (10) years.

(f) Nothing in this subdivision shall preclude an Issuer from reducing
prem uns or using a Policy formor Certificate formin which the

prem uns are no longer required to be paid after a specified period of
time.

(g) Self-funded Issuers not subject to conpliance with the California
I nsurance Code are exenpt fromthe requirenents of Subsection (b)(2),
above.

58066. Provisions Governing Prem unms When Benefits |ncrease or
Decr ease

(a) The extra premiuns for the optional rider(s) that add a Shortened
Benefit Period Non-Forfeiture Benefit described in Section 58059(1)
and/ or that increase the anmounts of the covered benefits of the Policy
or Certificate as provided in Section 58061(a)(1)(2) and (3) shall be
in the same formas the original Policy -either remain | evel for the
life of the Policy or increase annually at no nore than five percent
(5% . The extra premunms for the optional rider(s) may be based on the
attained age of the Policy or Certificate holder at the time the rider
is elected. Premuns for the optional riders shall be filed and
approved by the Departnent of Insurance at the time rates are filed
initially. For the optional riders allowed in Section 58061(a)(1) and
(2), the premuns for each additional $10 unit of a covered benefit
shall be the rate that corresponds to the current attai ned age of the
Policy or Certificate holder as such rates were filed initially and
approved by the Departnent of Insurance. For the optional riders
allowed in Section 58061(a)(3), the premumfor the increase in the
[ifetime maxi num benefit shall be the difference in prem uns between
the new lifetine maxi num benefit elected and the lifetinme nmaxi num
benefit of the current Policy or Certificate, based on the rates filed
initially and approved by the Departnent of Insurance and the current
attained age of the Policy or Certificate holder. The premi umfor the
under|yi ng coverage of the original Policy or Certificate shall not be
changed by the addition of one or nore riders and shall continue to be
based on the age of the Policy or Certificate holder on the date when
the original Policy or Certificate was issued or delivered.

(b) When an Issuer replaces a non-Partnership or a Partnership Policy
or Certificate it has previously issued with either a new non-
Partnership or Partnership Policy or Certificate, the Issuer shal



recogni ze past insured status by granting a premumcredit that neets
the requirenents of |nsurance Code 10234.87, and satisfies the
foll owi ng conditions:

(1) a credit equal to or not less than five percent (5% of the
premum for the original policy or certificate for each full year the
original policy or certificate was in force shall be given toward al
subsequent prenm um paynents for the replacenent policy or certificate.
However, the cunul ative credit allowed need not exceed fifty percent

(509 .

(2) no credit need be provided if a claimhas been filed under
the original policy or certificate. The cunulative credits all owed need
not reduce the prenmiumfor the replacenent policy to |l ess than the
premum for the original policy or certificate. No credit need be
provided if there is no difference between the prem umfor the
repl acenent policy or certificate and the premiumfor the current
policy or certificate.

(c) The prem umwhen a Partnership Policy or Certificate hol der elects
to reduce the coverage of the original Policy or Certificate as
provided in Section 58061(c)(1)(2) and (3) will be calculated as
fol | ows:

(1) the premumw || be based on the reduced ampbunt of coverage
el ected and the age of the Policy or Certificate holder at issue age;
and

(2) the premiumreductions fromthe change in coverage shall be
applied toward all future prem um paynents.

(d) Self-funded Issuers not subject to conpliance with the California
I nsurance Code are exenpt fromthe requirenents of Subsection (a),
above, that premiuns for the optional riders be submtted to and
approved by the Departnent of I|nsurance.

58067. Provisions Governing Rate |ncreases.

(a) Participating Issuers in the California Partnership for Long-Term
Care shall conduct annual actuarial reviews to detern ne how well
current premuns are covering anticipated expenditures for Partnership
Policies and Certificates. The result of these reviews shall be made
avai l abl e to the Departnent of Insurance in a nanner and fornmat

prescri bed by the Departnent.

(b) Increases in the premuns for all Policies or Certificates and al
optional riders can only be made on a class basis after approval by the
Departnment of |nsurance. The Department of Insurance shall not approve
any prenmiumincreases greater than a cunmulative total of forty percent



(40% over any three-year period; the total ampunt of any approved rate
i ncrease nmust be spread equally over each of the three years. This
restriction my be waived by the Commi ssioner of the Departnent of
Insurance in the event the Issuer denonstrates to the Conm ssioner's
sati sfaction that nmjor unforeseen changes in the long-termcare
environnent threaten the solvency of the plan or the conpany. Exanples
of such changes include a significant change by the courts in the
interpretation of benefit or benefit eligibility | anguage, or nmjor

medi cal breakt hroughs whi ch notably change underlying norbidity
patterns.

(c) If a premumincrease is approved by the Departnment of I|nsurance,
the Issuer shall include in the prenmiumincrease notice to the Policy
or Certificate holder, or by separate notice to the Certificate hol der
a statenent advising themof the options to | ower their preniuns by
reduci ng coverage as provided in Section 58061(c).

(d) Self-funded Issuers not subject to conpliance with the California
I nsurance Code are exenpt fromthe requirenent of Subsection (a),
above, that the annual actuarial reviews be subnitted to and conducted
in a nanner prescribed by the Departnent of Insurance and the

requi renent of Subsection (b), above, pertaining to the Departnent of

I nsurance's approval of all prem umincreases for Partnership Policies
or Certificates and for all optional riders to Partnership Policies or
Certificates.

58068. Care Managenent Provi der Agency Functi ons.

(a) The Care Managenent Provider Agency nust be capable of providing a
prof essi onal assessnent of a person's physical, cognitive, social and
enotional functional levels in order to identify individual strengths
and needs. The individual's current functional capacities, famly and
ot her support systens, financial status and |iving arrangenents nust be
eval uated as well. The Care Managenent Provi der Agency nust be able to
devel op a conprehensive Plan of Care that addresses identified needs in
a cost effective manner. \Wen desired by the individual and determn ned
necessary by the Care Managenent Provi der Agency, the Care Managenent
Provi der Agency nust be able to arrange for the delivery and

coordi nation of services as well as nonitor their quality over an

ext ended peri od.

58069. The Rol e of the Care Managenent Supervi sor

(a) A Care Managenent Supervi sor shall have denonstrated expert ability
in the Care Managenent role. This individual shall also:
(1) support and clarify the role of the Care Manager

(2) be accessible to Care Managers on a schedul ed and as needed
basi s;



(3) provide gui dance on decisions requiring judgnent, assist with
probl em situations, and approve Plans of Care and di scharge;

(4) denonstrate adnministrative ability to explain goals,
policies, and procedures, and assist staff in adjusting to changes that
occur;

(5) encourage the devel opment of professional growth and
upgradi ng of skill through access to training and current literature;
and

(6) evaluate the Care Manager's performance based on established
criteria. The evaluation shall include: a review of client records,
observations of client visits, supervisory conferences, and
productivity neasures.

58070. Staff Qualifications.

(a) Care Managers shall neet or exceed both of the follow ng
qgual i fications:

(1) be a registered nurse and/or graduate of an accredited four
year college or university with a degree in nursing, health, social
wor k, gerontology or other related area; and

(2) have a mininmumof two years of experience in the human
service field, ideally in community-based care. A master's degree in
nursing, health, social work, gerontology or a related field may be
substituted for one year of experience.

(b) I'f the Care Manager has a social service background, the agency
wi Il have nursing or clinical health care staff available for
consultation; if the Care Manager has a clinical health care
background, the agency shall have psycho/social staff available for
consul tati on.

(c) Al Care Managenent Supervisors shall, in addition to neeting Care
Manager standards, have at |east two years of Care Managenent
experi ence.

58071. Staff Rati os.

(a) Care Managenent staffing ratios shall not exceed the foll ow ng:
(1) clients to Care Manager: 60:1 (total clients in benefit
status); and



(2) Care Managers to Care Managenent Supervisor: 10: 1.

58072. Client Bill of R ghts and Responsibilities.

(a) A Care Managernent Provider Agency shall have a witten |ist of
rights and | egal responsibilities which shall be presented to each
client or his or her representative at the time of assessnment or as

soon as possible thereafter. The list shall include:
(1) a description of available services, and unit charges and
billing nmechani snms (where applicable);

(2) a policy on which services are covered by the insurance
benefit and which services need to be paid for out-of-pocket (where
appl i cabl e);

(3) the criteria for adm ssion to service and di scharge from
servi ce;

(4) a right to be inforned of the nane of their Care Manager and
of the manner in which that person may be contacted;

(5) a right for active client participation in the devel opnent
and i mpl enentation of the Plan of Care. The client or officially
designated representative shall, prior to inplenmentation, receive a
copy of the Plan of Care and a witten Ilist of all potential service
providers to be involved in inplenentation of the Plan of Care;

(6) aright for the client or officially designated
representative to be fully informed of the client's health condition

(7) a provision for the confidential treatnment of all client
i nformati on retained by the agency and a requirement for witten
consent to release information to persons not otherw se authorized
under law to receive it;

(8) a policy regarding client access to the case record,

(9) an explanation of the appeal procedure and the right to file
an appeal of benefit eligibility or Plan of Care service authorization
deci sions without discrimnation or reprisal fromthe agency;



(10) procedures for registering and resolving conplaints; and

(11) aright to a discharge plan when the Care Managemnent
Provi der Agency services are about to be ternminated. If the Policy or
Certificate holder is inmediately eligible for Medi-Cal, the Care
Managenent Provider Agency will prepare a transition plan. The
transition plan and/or discharge plan must be provided to the Policy or
Certificate holder within 30 days after receipt of notification from
the Issuer that coverage will be exhausted.

58073. Quality Assurance.

(a) A Care Managenent Provider Agency shall have a witten quality

assurance program which shall include but not be linited to:
(1) Annual program eval uation. The agency's board of directors
(or their appointed designees) shall, at |east Annually, review

policies and nake recomendati ons on

(A) admission and discharge criteria;

(B) Plans of Care and records;

(O personnel qualifications;

(D) quality assurance program

(E) delivery of Care Managenment services; and

(F) methods for assuring the quality of direct services provided
i ncl udi ng whether client needs as identified in the Plans of Care were
nmet, assessing client satisfaction and incorporating client
suggesti ons.

The written m nutes of this annual program eval uati on neeting
shal | docunent the dates of the neeting(s), attendance, agenda and
reconmendati ons.

(2) Quarterly service record review. At least Quarterly, the
agency's board of directors, or a comrmittee appointed by the board,
shal |, observing all confidentiality protocols, review a random sanpl e
of active and cl osed case records. Each record review shall be
docunented on a record review formand shall include, but not be
limted to, verification that:



(A) agency policies are followed in the provision of services to
clients and fanmilies;

(B) clients and fanmlies actively participate in the care
pl anni ng process, including the decision regardi ng how much
coordi nation and nonitoring is necessary and desirable;

(C client, famly and other conmunity resources are integrated
into the Plan of Care;

(D) Care Managenent services are effective in maintaining an
appropriate environment for the client;

(E) the provision of services is coordinated with those provi ded
by ot her agencies to avoid duplication of services, and to integrate
acute care with chronic care

(F) action is initiated by the Care Managenent Provi der Agency
when unnet client service needs are identified. Pattern of unnet needs
shoul d be docunented and reported to the Department of Health Services;

(G the agency's sanpling nethodol ogy shall be defined inits
qual ity assurance program policies and procedures. The sanple of client
records revi ewed each Quarter shall be according to the follow ng
rati os:

1. eighty (80) or less cases; eight (8) records; and

2. eighty-one (81) or nobre cases; ten percent (10% of casel oad
for the Quarter to a maxi mum of twenty-five (25) records.

(3) Annual docunentation of clinical conpetence. At |east
Annual ly, a witten evaluation report shall be prepared on the clinica
conpetence of each Care Manager by the enpl oyee's professiona
supervi sor. Each Care Manager shall review and sign his/her evaluation
report, a copy of which shall remain in the enpl oyee's personne
fol der. The evaluation report shall include but not be linmted to:

(A) coordination, assessment and nonitoring skills (including
clinical counseling, ability to elicit client input and act upon client
f eedback, problem solving, and ability to build rapport with clients,
fam | ies and ot her providers);



(B) recording in client case records; and

(O participation in the agency's in-service educationa
progr amns.

58074. Annual Report of the Agency's Quality Assurance Program

(a) An Annual witten report of the agency's quality assurance program
shal |l be prepared and submitted to the governing authority. The report
shall summarize all findings and recomendations resulting fromthe
qual ity assurance activities. This report and docunentation of al
actions on the findings or recomrendati ons shall be available to the
contracting Issuer(s) and the Departnent of Health Services (DHS).

58075. Ohjectivity and Inmpartiality.

(a) To insure objectivity, the Care Managenent Provi der Agenci es which
al so provide other services included in an insured's Plan of Care will
be required to docunment that clients were nade aware of a full array of
services, and the costs and availability of other providers of these
servi ces.

(b) Individuals who provide direct care as described in Section
58059(e) cannot al so act as Care Managers for assessnment and care
pl anni ng.

(c) Direct service providers and Care Managers should not report to the
sanme clinical supervisor

(d) Enpl oyees of the Issuer cannot al so act as Care Managers for
assessnent and care pl anni ng.

58076. Policy Mnual .

(a) Prior to the Care Managenent Provi der Agency bei ng approved by the
State, and with an Annual update thereafter, the Care Managenent
Provi der Agency must file the following with the Departnent of Health
Services and with each Issuer with whomthey contract:

(1) an organi zational chart; and

(2) a policy manual that includes the follow ng:

(A) job descriptions;



(B) Care Manager training requirenents;

(C Care Manager availability and turn-around time for conducting
assessnments and devel opi ng Pl ans of Care;

(D) personal policies;

(E) the appeal s procedure;

(F) the client bill of rights and responsibilities as described
in Section 58072;

(G the agency's quality assurance program (includi ng the Annua
program eval uation, the Quarterly service record review and
verification that the Annual docunentation of clinical conpetence has
been conpl et ed) ;

(H) data collection procedures (including confidentiality
saf eguar ds) ;

(1) records retention procedures; and

(J) documentation of efforts to provide culturally sensitive
servi ces.

58077. 1ssuer Reporting Requirenents.

Unl ess ot herwi se noted, the requirements of this Section refer to
| ssuer docunentation and reporting requirenents for Partnership
Policies and Certificates. Reports are due thirty (30) days after the
cl ose of reporting periods specified for the respective reports.
| ssuers shall submt the followi ng reports, which are all part of the
Long- Term Care I nsurance Uni form Data Set.
(a) Report on new purchasers. Each Issuer shall maintain a registry of
new purchasers and submit on a Quarterly basis aligned with the State
Fiscal Year, a report to the Departnment of Health Services that will
include the following information on all individuals who purchased a
Partnership Policy or Certificate during the reporting peri od:

(1) nane, address, telephone nunber, date of birth, sex, marita
status, and Social Security nunber;



(2) Policy or Certificate identification information, including
the foll ow ng:

(A) Policy or Certificate form nunber

(B) Policy or Certificate category (individual, organization-
sponsored, or group);

(C effective date of coverage;

(D) Policy type (Nursing Facility and Residential Care Facility
Only; Conprehensive Benefit; Single Life; or Multi-Life);

(3) Policy or Certificate Elimnation Period in days;

(4) the maxi mum daily benefit for nursing facility care and
mont hly benefit for home and conmunity-based care;

(5) maximumlifetine benefit amount in dollars;

(6) any options and riders in force;

(7) purchase type (upgrade from non-Partnership policy or
certificate of reporting conpany, conversion, replacenent of another
conpany's policy or certificate, or new issue);

(8) for expense-incurred Policies or Certificates, the percentage
of expenses payabl e;

(9) the annual premiumfor the Policy or Certificate, the prem um
paynment node (al so known as the "prem um frequency"), and the type of
prem um (l evel, indexed, or lunmp sum; and

(10) the nanme and address of the Authorized Designee to be
notified in the event that the Policy is in danger of |apsing due to
unpai d premni um

(b) Report on persons who changed or dropped their Policies or
Certificates. For the purposes of this Chapter, a Policy change shal

i nclude the follow ng: upgrades, reduced coverage option

reinstatenment, inflation upgrade, changes to benefits, riders, prem um
series rerate, Policy category changes, inflation catch-up, Social



Security number change, conversion to single/multi-life, non-forfeiture
or partnership status |lost. Each Issuer shall submt on a Quarterly
basis aligned with the State Fiscal Year and in a format specified by
the State of California, a report to the Department of Health Services
that will include the following information on all individuals who have
changed or dropped Partnership Policies or Certificates during the
reporting period:

(1) name, address, tel ephone nunber, and Social Security number;

(2) effective date of original Policy which is reported in
Section 58077(a)(2)(O;

(3) effective date of the Policy or Certificate change or drop;

(4) if applicable, a description of the new Policy or Certificate
or anended Policy or Certificate as described in Section 58051(h);

(5) if applicable, the reason the Policy or Certificate was
dropped, including any of the foll ow ng:

(A) death of insured;

(B) converted Policy or Certificate;

(O benefits exhaust ed;

(D) recision;

(E) voluntarily;

(F) certified status of the Policy or Certificate |ost;

(G other; and

(H) unknown.

(c) Report on persons who were assessed for long-termcare benefit
eligibility. Each Issuer shall submit on a Quarterly basis aligned with
the State Fiscal Year and in a format specified by the State of
California, a report to the Departnment of Health Services that will
include the following information on all individuals who were assessed
for long-termcare benefit eligibility during the reporting period:



(1) nane, address, telephone nunber, Social Security nunber, sex,
marital status, and living arrangenents (alone, with spouse, or with
other relatives);

(2) Medicare status (Part A Part A and B, or none);

(3) other insurance status (Medicare supplenment, prepaid health
care, or none);

(4) date the assessment was conduct ed;

(5) benefit contact;

(6) name, address, and tel ephone nunber of the person or conpany
that perforned the assessnment and whether the clai mant was found
eligible for long-termcare services and for Medi-Cal Property
Exenpti on;

(7) eligibility decision date

(8) effective date of disability; and

(9) alisting of the Benefit Eligibility criteria nmet for al
persons assessed, including deficiencies in Activities of Daily Living,
and Severe Cognitive |npairnment.

(d) Report on service paynents and utilization

Each Issuer shall submit on a Quarterly basis aligned with the State
Fiscal Year and in a format specified by the State of California, a
report (in the event the paynent is for a service received during a
prior reporting period, a separate record shall be generated for each
qguarter during which a service was received) to the Departnent of
Health Services that will include the follow ng information on the
services or benefits paid each nonth during the reporting period for
each i nsured person:

(1) name and Soci al Security nunber of the beneficiary;

(2) Policy or Certificate identification information, including
the foll ow ng:

(A) the Policy or Certificate form nunber;



(B) the original effective date of coverage;

(3) service code;

(4) nunmber of units of service delivered during the reporting
peri od;

(5) the last nonth of the quarter in which the reported services
wer e delivered,

(6) the dollar amount of services or benefits paid by the Policy
or Certificate and the ampbunt paid that counts toward the Medi-Ca
Property Exenption (Asset Protection);

(7) the nunber of units of service paid by the Policy or
Certificate during the reporting period;

(8) the total number of days of service paid for by the Policy or
Certificate during the reporting period for services received.

(9) remmining benefit (in dollars) that indicates the tota
remai ni ng benefit at the end of the reporting period,

(10) remai ning nursing hone benefit (in days);

(11) remaining home care benefit (in days).

(e) Report on applications received, denied and total Policies in force
at end of the reporting period.

Each Issuer shall report on a quarterly basis and in a format specified
by the State of California, a single entry summary count of:

(1) the total number of applications received at the Insurer's
of fice during the reporting period.

(2) the total number of applications denied during the reporting
peri od.

(3) the total number of Policies in force at the end of the
reporting period.



(f) Issuers will respond to all errors within 30 days of receipt of
notification fromthe Departnent of a file and/or data error

58078. Records Mai nt enance.

(a) Each Issuer shall maintain information as stipulated in subsection
(f) on all Policy or Certificate holders who have ever received any
benefit under the Policy or Certificate. Such information shall be
updated at |east Quarterly. This requirenent for updating shall not
requi re the conduct of any assessnent, reassessnent, or other

eval uation of the Policy or Certificate holder's condition which is not
otherwi se required by federal or State statute or regul ation

(b) When a Policy or Certificate holder who has received any benefit
dies or lapses or his or her Policy or Certificate for any reason, the
| ssuer nmust retain the stipulated information for a period of at |east
five (5) years after the time when the Policy ceases to be in force.
Unl ess notified by the Department of Health Services to the contrary
during this period, after the five (5) years, the Service Summary
provided by the Issuer will be deened to conmply with all Medi-Ca
Property Exenption reporting, record keeping, auditing and quality
control requirenents of this rule. The Issuer nay use m crofiche,
mcrofilm optical storage nedia, or any other cost effective nethod of
record storage as alternatives to storage of paper copies of stipulated
i nformati on.

(c) At the tine the Policy or Certificate ceases to be in force, the
| ssuer shall notify the Policy or Certificate holder of his or her
right to request his or her service records as stipulated in subsection

(f).

(d) The Issuer shall also, upon request in witing, provide such Policy
or Certificate holder or the Policy or Certificate holder's Authorized
Designee, if any, with a copy of the Issuer's service records as
required in subsection (f) which are necessary to establish the Medi-
Cal Property Exenption. These records shall be provided to the Policy
or Certificate holder or the Policy or Certificate holder's Authorized
Desi gnee, if requested, within sixty (60) days of the request. The

| ssuer may charge a reasonable fee to cover the costs of providing each
set of requested service record copies.

(e) The Issuer shall enclose with the records a statenment advising the
former Policy or Certificate holder that it is in his or her interest
to retain the records if he or she nay ever wish to establish
eligibility for the Medi-Cal Program

(f) The information to be nmaintai ned i ncludes the foll ow ng:
(1) evidence that the Benefit Eligibility has taken pl ace;

(A) Benefit Eligibility nust be docunented by a Care Managenent
Provi der Agency, or its Qualified Oficial Designee, as part of the
initial assessnment of the client or as part of a subsequent
reassessnent.



(B) These assessments must be based on direct observations and
interviews in conjunction with a nmedical record review. The Care
Manager carrying out the assessnent or their Care Managenent Supervi sor
nmust sign and certify the conpletion of the assessnent. Each individua
who conpl etes a portion of such assessnment shall sign and certify as to
t he accuracy of that portion of the assessment.

(2) description of services provided under the Policy or
Certificate, including the foll ow ng:

(A) nane, address, phone nunber, and |icense nunber, if
appl i cabl e, of provider;

(B) anpbunt, date, and type of services provided, and whether the
services qualify for Medi-Cal Property Exenption

(C) dollar amunts paid by the Issuer, whether on an i ndemity,
expense incurred, or other basis;

(D) the charges of the service providers, including copies of
i nvoi ces for all services counting towards Medi-Cal Property Exenption
and

(E) identification of the Care Managenent Provi der Agency and
copies of all assessnents and reassessnents.

(3) In order for services to qualify for a Medi-Cal Property
Exenption, these services nust be in accord with a Plan of Care
devel oped by a Care Managenment Provi der Agency. If the Policy or
Certificate hol der has received any benefits delivered as part of a
Plan of Care, the |Issuer must retain the follow ng:

(A) a copy of the original Plan of Care; and

(B) a copy of any changes nade in the Plan of Care. Such services
shal |l count towards the Medi-Cal Property Exenption after the Care
Management Provi der Agency adds the documented need for and description
of the new services to the Plan of Care. |In cases when the service nust
begin before the revisions to the Plan of Care are made, the new
services will only count towards a Medi-Cal Property Exenption if the
revisions to the Plan of Care are nade within ten (10) business days of
t he conmrencenent of the new services. Care Managenment Provi der Agencies
nmust act upon requests for changes in the Plan of Care in an
expedi ti ous manner. |ssuers must maintain initial assessments and
subsequent reassessments as part of Benefit Eligibility docunmentation



58079. Reporting to the Policy or Certificate Hol der on the Medi-Ca
Property Exenpti on.

(a) Each Issuer shall send a Medi-Cal Property Exenption Report (rev.
12/93) at |least Quarterly to each Policy or Certificate holder for whom
any benefit paynents were nmade since the [ast Medi-Cal Property
Exenption report. Each Medi-Cal Property Exenption report shall include
the dollar ambunts of benefits paid by the Policy or Certificate for
the Policy or Certificate holder in the followi ng order and for the

peri ods specified:

(1) the cunul ative anmobunt of benefits paid prior to the current
reporting period that counted towards the Medi-Cal Property Exenption

(2) the amount paid during the current reporting period
regardl ess of qualification for the Medi-Cal Property Exenption;

(3) the amount paid during the current reporting period that
counts towards the Medi-Cal Property Exenption; and

(4) the total cumulative anpbunt paid to date that counts towards
the Medi-Cal Property Exenption (i.e., the amounts reported in
(1)+(3)). This ampunt should be clearly indicated with a | abel "Medi -
Cal Property Exenption To Date"

(5) the remaining benefit anount.

(b) The Medi-Cal Property Exenption report shall also include the
follow ng statement in bold type

"This report provides you with a total amunt of insurance paynents, to
date, which count towards the Medi-Cal Property Exenption for purposes
of being eligible for the State of California's Medicaid (Medi-Cal)
program Pl ease examine this report and carefully conpare your current
asset total with the anpbunt indicated in this report with the | abe
"Medi - Cal Property Exenption To Date." If your Property Exenption |evel
is close to the ambunt of the assets you currently have, you may be
eligible for the Medi-Cal program It is your responsibility to nake
application to the County (usually the Department of Social Services);
at the tine of your application, a determnation will be nmade whet her
and when you are eligible. ( Please note: contact the appropriate
County departnent regardi ng other exenptions of assets in addition to
the Property level |isted above. )"

58080. Preparing a Service Sumary.



(a) Each Issuer shall prepare a Service Summary at the client's request
specifically for the Policy or Certificate hol der applying for Medi-
Cal. The Issuer shall also prepare a Service Summary and sent it to the
Policy or Certificate holder and the Departnent of Health Services when
the Policy or Certificate holder has exhausted his or her benefits
under the Policy or Certificate or when the Policy or Certificate
ceases to be in force for a reason other than the death of the Policy
or Certificate holder, whichever occurs first. This Service Summary
will be in a standardized formand format prescribed by the Departnent
of Health Services.

This Service Summary is prepared in addition to the information
requi renents described in Section 58078.

(b) Each Issuer shall notify the policy or certificate holder and the
Care Manager Provider Agency one hundred twenty (120) days prior to the
dat e when coverage for each Policy or Certificate is about to be
exhausted. A copy of the Issuer's notification shall be forwarded to
the Departnent of Health Services at the same tinme it is forwarded to
the Care Manager Provider Agency.

58081. Plan of Action for Informati on and Docunent Mai ntenance.

(a) Each Issuer shall, prior to certification by the Departnent of

Heal th Services, submit to the Departnment a plan for conplying with the
i nformati on mai nt enance and docunentation requirenents set forth in
Article 6 of this Chapter. No Policy or Certificate shall be certified
until the Department of Health Services has approved the |Issuer's
docunentation plan for the Policy or Certificate. The docunentation
plan will include the foll ow ng:

(1) the location where records will be kept. Records required for
pur poses of the California Partnership for Long-Term Care nust be
avai l able at no nore than three (3) |ocations, each of which shall be
easily accessible to the California Partnership for Long-Term Care;

(2) the Issuer shall agree to give the Departnent of Health
Services, or its appointed designee, access to all infornmation
described in Section 58078 of this Chapter on an aggregate basis and on
an individual basis for all Policy or Certificate holders. Access to
i nformati on on persons who have not applied for Medi-Cal is required in
order for the Departnent of Health Services, or its appointed designee,
to determine if an Issuer's system for docunenting the Medi-Ca
Property Exenption is functioning correctly. The Departnment of Health
Services shall deternmine the frequency of access to the data and the
size of sanples for auditing purposes.

(3) the nane, job title, address, and tel ephone nunber of the
person primarily responsible for the maintenance of the information
required and for acting as liaison with the Departnment of Health
Services concerning the information



(4) methods for determ ning when insurance benefits or prepaid
benefits qualify for the Medi-Cal Property Exenption, including the
fol |l owi ng:

(A) documentation of the Insured Event;

(B) description of services;

(C docunentation of charges and benefits paid; and

(D) docunentation of Plans of Care;

(5) description of electronic and manual systens which will be
used in maintaining the required information

(6) information that will be retained which is needed to conmply
with this rule; and

(7) copies of forms and descriptions of standard procedures for
mai nt ai ning and reporting the information required, including the
specific electronic mediumwhich will be used to report required
information and a description of the relevant files.

(b) After the Departnent of Health Services has approved a plan of
action, the Departnent of Health Services shall advise the Departnment
of Insurance and the Issuer in witing within five days.

(c) If the Department of Health Services di sapproves a plan of action

t he Departnment of Health Services shall within five (5) days advise the
| ssuer of the shortconmings in the plan of action and shall instruct the
| ssuer of the methods necessary to resolve them

58082. Auditing and Correcting Deficiencies in |Issuer Record Keeping.

(a) Wthin one (1) year of the first date that any Policy or
Certificate holder of a particular Issuer's Policy or Certificate has
net the criteria for Benefit Eligibility, and as often as the

Depart ment of Health Services deens necessary thereafter, the
Department of Health Services, or its appointed designee, shall conduct
a systens audit of that conpany's records. The |ssuer shall be
responsi bl e for advising the Departnment of Health Services when this
one (1) year period has begun. The Department of Health Services, or
its appointed designee, shall informeach |ssuer of inaccuracies and
ot her potential problens discovered in its systems audits, and the

| ssuer shall correct any problens in its methods of operation



(b) The Departnent of Health Services shall periodically reconcile a
sampl e of individual applications for Medi-Cal of persons who have
submi tted docunentation for qualification for the Medi-Cal Property
Exenption with the reports submitted by |Issuers. The Departnment shal
have the final decision concerning sanple sizes and other auditing

net hods. The Departnent of Health Services shall pronptly advise

| ssuers of any problens di scovered, and the Issuer shall correct any
problenms in its method of operation. The Departnment of Health Services
shall also notify the Issuer of any obligations described in this
Chapter to hold clients harm ess.

(c) The Departnment of Health Servicers may enter into voluntary
arrangenents with Issuers of Partnership Long-Term Care |nsurance
Policies and Certificates under which the Department of Heath Services
woul d i ssue binding determinations as to whether or not services
qualify for a Medi-Cal Property Exenption. Requests for information and
advice fromPolicy or Certificate holders shall be directed through
their Issuer or Care Managenent Provi der Agency. Wen the procedures in
this section are followed, the witten determninations of the Departnent
of Health Services concerning whet her services qualify for a Medi- Ca
Property Exenption shall be bindi ng upon the Departnment of Health
Services in all subsequent actions, and the Departnment of Health
Services shall not make any assertion contradicting these
determinations in any action arising in this subsection

(1) Al requests for deterninations as to whether or not services
qualify for a Medi-Cal Property Exenption shall be submtted to the
California Partnership for Long-Term Care in witing. These requests
may include, but are not limted to, requests for deternminations in the
foll owi ng areas:

(A) whether Benefit Eligibility has occurred and has been
adequat el y docunent ed;

(B) whether a revision of a Plan of Care is required,

(C whether a service or services are in accord with the Plan of
Care;

(D) whether a service is of such a nature as to qualify for a
Medi - Cal Property Exenption; and

(E) whether the applicable anpbunt is the amount paid by the
| ssuer or the amount charged for the service.

(2) The California Partnership for Long-Term Care nmay require
| ssuers and Care Managenent Provi der Agencies submitting requests for
determination to provide all records and other information necessary
for making a determination. The records and other information shal
i nclude, but are not linmted to, the follow ng:



(A) assessnents;

(B) Plans of Care;

(© invoices for services rendered,

The |ssuer providing the records and other infornmation shall be
responsi ble for their accuracy. |If any records or other infornmation are
|ater determined to be materially inaccurate, the determ nation based
on the inaccurate informati on shall be void and not be binding on the
Departnment of Health Services, or any other person or entity in
subsequent actions. In the case of a Policy or Certificate holder for
whom a determ nati on has been invalidated because infornation provided
was determ ned to be inaccurate, the provisions of subsections (e) and
(f) will apply in the same manner as for any other Policy or
Certificate hol der.

(3) The California Partnership on Long-Term Care shall render its
determ nati on on each request in witing within thirty (30) days of
recei ving the request. Each determ nation of the California Partnership
for Long-Term Care shall state the reason(s) for it's deternination
i ncluding the foll ow ng:

(A) relevant facts;

(B) docunmentation of facts;

(O statutes;

(D) regul ations; and

(E) policies;

(4) A copy of all determ nations of the California Partnership
for Long-Term Care shall be kept on file at the Departnment of Health
Services, together with the related records and information. The
original of the determnination shall be sent to the Issuer or the Care
Management Provi der Agency who originally requested it. The receipt of
the original determination shall be responsible for notifying the
Policy or Certificate holder or the Policy or Certificate holder's
aut hori zed agent.



(d) When an audit or other review by the Departnent of Health Services,
or its appointed designee, reveals deficiencies in the record keepi ng
procedures of an Issuer, the Departnment of Health Services will notify
the Issuer of the deficiencies and establish a reasonabl e deadline for
correction.

(e) If an Issuer prepares a Service Sumary which is used in a Medi -Ca
application for a Policy or Certificate holder and the client is found
eligible for Medi-Cal, and the Policy or Certificate holder after
receiving Medi-Cal services is found to be ineligible for Medi-Cal
solely by reason of errors in the |Issuer's Service Sunmary or
docunent ati on of services, the Departnment of Health Services may
require the Issuer to pay for services counting towards the Medi-Ca
Property Exenption required by the Policy or Certificate holder until
the Issuer has paid an anpbunt equal to the amount of the Issuer's
errors; after which the Policy or Certificate holder, if otherw se
eligible, could qualify for Mdi-Cal coverage.

(f) If the Department of Health Services determnes that an |Issuer's
record pertaining to a Policy or Certificate hol der who has received
Medi - Cal benefits are in such condition that the Departnment of Health
Servi ces cannot determnm ne whether the Policy or Certificate hol der
qualifies for a Medi-Cal Property Exenption, the Departnment of Health
Services may require the Issuer to pay for services counting towards
the Medi-Cal Property Exenption required by the Policy or Certificate
hol der until the |Issuer has paid an anount equal to the anpbunt of the
servi ces which could not be determ ned; after which, the Policy or
Certificate holder, if otherwise eligible, could qualify for Medi-Ca
cover age.

(g) Conpliance with subsections (e) and (f) is a requirenent for a
Policy or Certificate to retain certification

59998. Medi cal Suppli es.

(a) Medical supplies covered under section 51320 and payabl e under
section 51520 shall be subject to the foll owi ng requirenents.
(1) Code | itenms, narked with a single asterisk (*), shall:

(A) Require prior authorization in accordance with section 51003
unl ess used under the conditions individually specified.

(B) Be subject to the prescription docunentation requirenments of
section 51476(c).

(2) Itens listed in subsection (b) shall be subject to quantity
and patient age limtations.



(3) Itens not listed in subsection (b) shall require prior
aut hori zation in accordance with section 51003. Authorization may be
granted if:

(A) The clinical condition of the patient requires the use of an
unlisted itemand listed itens have been adequately considered or tried
and are not effective.

(B) The use of an unlisted itemresults in a | ess expensive
treatnment than woul d ot herw se occur.

(4) Medical supplies provided to inpatients receiving nursing
facility level B services or nursing facility |l evel A services shall be
rei nbursed only if the itemis

(A) Marked with a double asterisk (**). An exception to this
requi renent is incontinence nedical supplies provided to residents of
Internediate Care Services for the Devel opnental ly
Di sabl ed/ Habilitative facilities or Internediate Care Services for the
Devel opnental |y Disabl ed-Nursing facilities pursuant to Sections
51510.2 and 51510.3, Title 22, California Code of Regul ations.

(B) Required for exclusive use by a specific patient.

(5) Medical supplies provided to inpatients receiving hospita
acute care services are included in reinbursements nade under section
51536 and are not separately payable.

(6) Medical supplies for chronic outpatient henodial ysis provided
in renal dialysis centers, community henodialysis units or for hone
di al ysis are covered, but are payable only when included in the al
inclusive facility rate set forth in section 51509. 2.

(7) The following itens, and supplies not primarily nedical in
nature, are not covered by the program

(A) Common househol d itens.

(B) Articles of clothing.

(C) Toot hbrushes, toothpaste and denture cl eaners.

(D) Shaving soap and | otions.



(E) Cigarettes, cigars, pipes and tobacco.

(F) Cosnetics.

(G Hair combs and brushes.

(H) Tissue wi pes.

(1) Cotton, adhesive tapes and el astic bandages.

(b) The following itens may be provided w thout prior authorization if
requi renents of subsection (a) and requirements specified for
i ndividual itens are met.

ALCCOHOL, | SOPROPYL
Sol ution, 91% or 99
ASPI RATOR, NASAL SEE SYRI NGE
BULB

BANDAGES, NONMEDI CATED OR MEDI CATED

Dressi ng Type
Gauze Type

Pad Type

[ FNal] Sanitary Napki n/ Tanpon Type

[FNal] Restricted to use in postpartum bl eedi ng/ drai nage, henorrhoid
bl eedi ng

and wound bl eedi ng/ dr ai nage.

Sponge Type

BREAST PUMP, BULB TYPE

CATHETERS, URI NARY SEE URI NARY
DRAI NAGE

AND | RRI GATI ON
SUPPLI ES
CLYSI S SEE

HYPODERMOCLYSI S

ADM NI STRATI ON SET
COLOSTOW SUPPLI ES SEE OSTOWY
SUPPLI ES
[ FNaal] CONDOVS

[ FNaal] CONTRACEPTI VE CREAM FOAM JELLY, OR SUPPGCSI TORY

COVER PADS OR SPONGES SEE BANDAGES
[ FNaal] DI ABETI C TESTS
Reagent Strips or Tape
Reagent Tabl ets or Tabl et Set
Dl APERS, DI SPOSABLE SEE
| NCONTI NENCE

VEDI CAL

SUPPLI ES
[ FNaal] DI APHRAGM
Di aphragm



Ki t

DRESSI NGS SEE BANDAGES
EAR SYRI NGE SEE SYRI NGE
BULB

EYE PADS SEE BANDAGES
FEEDI NG TUBE

FI STULA SUPPLI ES SEE OSTOW
SUPPLI ES

FOUNTAI N SYRINGE (Limt of one per patient)

GAUZE BANDAGE SEE BANDAGES

[ FNal] GLOVES, DI SPOSABLE
Nonsterile (Limt of 100 per prescription)

[FNal] Restricted to use in parapl egia or quadripl egi a bowel
procedures, and

t he cl eaning of body fluids and wastes for patients with Acquired
| mmune

Def i ci ency Syndrone.

HOT WATER BOTTLE (Limt of one per patient)
HEPARI N LOCK CAPS

HYPODERM C NEEDLES SEE NEEDLES
HYPODERM C

HYPODERM C SYRI NGES SEE SYRI NGE
HYPODERM C

[ FNaal] HYPODERMOCLYSI S ADM NI STRATI ON SET

| LEOSTOMY SUPPLI ES SEE

OSTOMYSUPPLI ES

[ FNal] | NCONTI NENCE MEDI CAL SUPPLIES (Limted to patients of age 5 or
greater)

Di apers, Disposable

Pants (Limt of 2 per prescription)

Pant Liners, Disposable

Under pads, Di sposabl e

[ FNal] Restricted to use in chronic pathologic conditions causally
related to

t he

patient's incontinence, and the cost to the program does not exceed

$165. 00 per
nont h.

[ FNaal] | NTRAVENOUS SOLUTI ONS ADM NI STRATI ON SET

| NVALI D CUSHI ON

[ FNaal] KARAYA GUM POWDER

LEVI NE TUBE SEE FEEDI NG
TUBE

LUBRI CATI NG JELLY, STERILE

NEBULI ZER, BULB TYPE

NEEDLES, HYPODERM C

Di sposabl e

Reusabl e

OSTOWY SUPPLI ES

PADS, STERI LE SEE BANDAGES
SANI TARY NAPKI NS/ TAMPONS SEE BANDAGES
SHEETI NG, WATERPROOF

SPONGES, STERI LE SEE BANDAGES
SUSPENSORY

[ FNal] SWABSTI CKS, SATURATED (3 swab seal ed package

onl y)
Povi done- | odi ne Scr ub



70% | sopr opy!l al cohol
[FNal] Restricted to use for cleansing the skin at central or
peri pher al
cat heter exit

site during dressing changes and for intravenous

starts.
SYRI NGE, BULB TYPES
SYRI NGE, HYPODERM C
Di sposabl e
Reusabl e
SYRI NGE W TH NEEDLE
Di sposabl e

THERMOVETER

TRACHEGCSTOWY SUPPLI ES SEE OSTOWY
SUPPLI ES

URI NARY DRAI NAGE/ | RRI GATI ON SUPPLI ES

URCSTOWY SUPPLI ES SEE OSTOWY

SUPPLI ES AND

URI NARY DRAI NAGE/

| RRI GATI ON SUPPLI ES
VAPCRI ZER

[ FNal] Code I. See section 59998(a)(1l) regarding prior
aut hori zation and section 51476(c) regardi ng prescription docunentation
requi renents.

[ FNaal] See section 59998(a)(4) regardi ng coverage for inpatients
receiving skilled nursing facility services or internediate care
facility services.

59998. Medi cal Suppli es.

(a) Medical supplies covered under section 51320 and payabl e under
section 51520 shall be subject to the follow ng requirenents.
(1) Code | itenms, narked with a single asterisk (*), shall:

(A) Require prior authorization in accordance with section 51003
unl ess used under the conditions individually specified.

(B) Be subject to the prescription docunentation requirenents of
section 51476(c).

(2) Itens listed in subsection (b) shall be subject to quantity
and patient age limitations.



(3) Itens not listed in subsection (b) shall require prior
aut hori zation in accordance with section 51003. Authorization may be
granted if:

(A) The clinical condition of the patient requires the use of an
unlisted itemand listed itens have been adequately considered or tried
and are not effective.

(B) The use of an unlisted itemresults in a | ess expensive
treatnment than woul d ot herw se occur.

(4) Medical supplies provided to inpatients receiving nursing
facility level B services or nursing facility |l evel A services shall be
rei nbursed only if the itemis

(A) Marked with a double asterisk (**). An exception to this
requi renent is incontinence nedical supplies provided to residents of
Internediate Care Services for the Devel opnental ly
Di sabl ed/ Habilitative facilities or Internediate Care Services for the
Devel opnental |y Disabl ed-Nursing facilities pursuant to Sections
51510.2 and 51510.3, Title 22, California Code of Regul ations.

(B) Required for exclusive use by a specific patient.

(5) Medical supplies provided to inpatients receiving hospita
acute care services are included in reinbursements nade under section
51536 and are not separately payable.

(6) Medical supplies for chronic outpatient henodial ysis provided
in renal dialysis centers, community henodialysis units or for hone
di al ysis are covered, but are payable only when included in the al
inclusive facility rate set forth in section 51509. 2.

(7) The following itens, and supplies not primarily nedical in
nature, are not covered by the program

(A) Common househol d itens.

(B) Articles of clothing.

(C) Toot hbrushes, toothpaste and denture cl eaners.

(D) Shaving soap and | otions.



(E) Cigarettes, cigars, pipes and tobacco.

(F) Cosnetics.

(G Hair combs and brushes.

(H) Tissue wi pes.

(1) Cotton, adhesive tapes and el astic bandages.

(b) The following itens may be provided w thout prior authorization if
requi renents of subsection (a) and requirements specified for
i ndividual itens are met.

ALCCOHOL, | SOPROPYL
Sol ution, 91% or 99
ASPI RATOR, NASAL SEE SYRI NGE
BULB

BANDAGES, NONMEDI CATED OR MEDI CATED

Dressi ng Type
Gauze Type

Pad Type

[ FNal] Sanitary Napki n/ Tanpon Type

[FNal] Restricted to use in postpartum bl eedi ng/ drai nage, henorrhoid
bl eedi ng

and wound bl eedi ng/ dr ai nage.

Sponge Type

BREAST PUMP, BULB TYPE

CATHETERS, URI NARY SEE URI NARY
DRAI NAGE

AND | RRI GATI ON
SUPPLI ES
CLYSI S SEE

HYPODERMOCLYSI S

ADM NI STRATI ON SET
COLOSTOW SUPPLI ES SEE OSTOWY
SUPPLI ES
[ FNaal] CONDOVS

[ FNaal] CONTRACEPTI VE CREAM FOAM JELLY, OR SUPPGCSI TORY

COVER PADS OR SPONGES SEE BANDAGES
[ FNaal] DI ABETI C TESTS
Reagent Strips or Tape
Reagent Tabl ets or Tabl et Set
Dl APERS, DI SPOSABLE SEE
| NCONTI NENCE

VEDI CAL

SUPPLI ES
[ FNaal] DI APHRAGM
Di aphragm



Ki t

DRESSI NGS SEE BANDAGES
EAR SYRI NGE SEE SYRI NGE
BULB

EYE PADS SEE BANDAGES
FEEDI NG TUBE

FI STULA SUPPLI ES SEE OSTOW
SUPPLI ES

FOUNTAI N SYRINGE (Limt of one per patient)

GAUZE BANDAGE SEE BANDAGES

[ FNal] GLOVES, DI SPOSABLE
Nonsterile (Limt of 100 per prescription)

[FNal] Restricted to use in parapl egia or quadripl egi a bowel
procedures, and

t he cl eaning of body fluids and wastes for patients with Acquired
| mmune

Def i ci ency Syndrone.

HOT WATER BOTTLE (Limt of one per patient)
HEPARI N LOCK CAPS

HYPODERM C NEEDLES SEE NEEDLES
HYPODERM C

HYPODERM C SYRI NGES SEE SYRI NGE
HYPODERM C

[ FNaal] HYPODERMOCLYSI S ADM NI STRATI ON SET

| LEOSTOMY SUPPLI ES SEE

OSTOMYSUPPLI ES

[ FNal] | NCONTI NENCE MEDI CAL SUPPLIES (Limted to patients of age 5 or
greater)

Di apers, Disposable

Pants (Limt of 2 per prescription)

Pant Liners, Disposable

Under pads, Di sposabl e

[ FNal] Restricted to use in chronic pathologic conditions causally
related to

t he

patient's incontinence, and the cost to the program does not exceed

$165. 00 per
nont h.

[ FNaal] | NTRAVENOUS SOLUTI ONS ADM NI STRATI ON SET

| NVALI D CUSHI ON

[ FNaal] KARAYA GUM POWDER

LEVI NE TUBE SEE FEEDI NG
TUBE

LUBRI CATI NG JELLY, STERILE

NEBULI ZER, BULB TYPE

NEEDLES, HYPODERM C

Di sposabl e

Reusabl e

OSTOWY SUPPLI ES

PADS, STERI LE SEE BANDAGES
SANI TARY NAPKI NS/ TAMPONS SEE BANDAGES
SHEETI NG, WATERPROOF

SPONGES, STERI LE SEE BANDAGES
SUSPENSORY

[ FNal] SWABSTI CKS, SATURATED (3 swab seal ed package

onl y)
Povi done- | odi ne Scr ub



70% | sopr opy!l al cohol
[FNal] Restricted to use for cleansing the skin at central or
peri pher al
cat heter exit

site during dressing changes and for intravenous

starts.
SYRI NGE, BULB TYPES
SYRI NGE, HYPODERM C
Di sposabl e
Reusabl e
SYRI NGE W TH NEEDLE
Di sposabl e

THERMOVETER

TRACHEGCSTOWY SUPPLI ES SEE OSTOWY
SUPPLI ES

URI NARY DRAI NAGE/ | RRI GATI ON SUPPLI ES

URCSTOWY SUPPLI ES SEE OSTOWY

SUPPLI ES AND

URI NARY DRAI NAGE/

| RRI GATI ON SUPPLI ES
VAPCRI ZER

[ FNal] Code I. See section 59998(a)(1l) regarding prior
aut hori zation and section 51476(c) regardi ng prescription docunentation
requi renents.

[ FNaal] See section 59998(a)(4) regardi ng coverage for inpatients
receiving skilled nursing facility services or internediate care
facility services.



